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COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


In a recent report of five years’ experience involving 2,142 patients, 
the authors conclude that CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is a valuable and effective antibiotic in the treatment 
of various acute infectious diseases.! 





Other current reports of in vivo and in vitro studies agree that 
CHLOROMYCETIN has maintained its effectiveness very well 
against both gram-negative? and gram-positive**!° organisms. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain other drugs, 
adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


REFERENCES (1) Woolington, S. S.; Adler, S. J., & Bower, A. G., in Welch, H., & Marti- 
Ibanez, FE: Antibiotics Annual 1956-1957, New York, Medical Encyclopedia, Inc.,+1957, p. 365. 
(2) Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 1957. (3) Hasenclever, H. E: 
J. Iowa M. Soc. 47:136, 1957. (4) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. 
(5) Holloway, W. J., & Scott, E. G.: Delaware M. J. 29:159, 1957. (6) Rhoads, P S.: Postgrad. Med. 
21:563, 1957. (7) Petersdorf, R. G.; Bennett, I. L., Jr., & Rose, M. C.: Bull. Johns Hopkins Hosp. 
100:1, 1957. (8) Royer, A.: Changes in Resistance to Various Antibiotics of Staphylococci and Other 
Microbes, paper presented at Fifth Ann. Symp. on Antibiotics, Washington, D. C., Oct. 2-4, 1957. 
(9) Doniger, D. E., & Parenteau, Sr. C. M.: J. Maine M. A. 48:120, 1957. (10) Josephson, J. E., & 
Butler, R. W.: Canad. M. A. J. 77:567 (Sept. 15) 1957. 
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ve Editorials 


The Changing Role in Medical Care 


The changing role in medical care par- 
icularly as it relates to hospitals and some 
if the trends in medical practices which 
may have a considerable impact on hospitals 
in the future are of serious concern to you 
representing the hospitals, to us as prac- 
titioners of medicine and to the public in 
general—recipient of these services. 





Let us consider some of the factors which 
have greatly effected both the operation of 
hospitals and the practice of medicine dur- 
ing the past 20 years or more and then 
project for our thinking some of the prob- 
able trends and influences which may shape 
the future. 


At the head of the list of those factors 
which have effected the hospital and the 
practice of medicine for the past 20 years, 
we would place prepaid voluntary medical, 
surgical and hospital insurance. This came 
into being in the depression years of the 
30’s to meet a serious economic need, and 
though its progress was slow in the begin- 
ning it is of major importance today. Among 
other forces which have had their effect, 
we would suggest: 

a. A sustained relatively high percent- 
age of employment and gradual increasing 
level of income of the American people. 

b. Increasing knowledge of body chem- 
istry, laboratory procedures, fluid balance, 
physiotherapy, Rh factor, blood transfus- 
ions, etc., have considerably affected hos- 
pital routine. 

c. Antibiotics have practically eliminated 
some conditions for which patients were 
formerly hospitalized for rather long periods 
of time, notably Empyema, Mastoiditis, 
Osteomyelitis, Peritonitis and Pneumonia. 

d. The development of anesthesiology 


*An address given by George H. Garrison, M.D., 
past president of the O.S.M.A., before the General 
Session of the Oklahoma State Hospital Association, 
Tulsa, Oklahoma, November 8, 1957. 
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during this time has made possible great 
advances in surgery, especially intrathoracic 
surgery (lungs, heart and blood vessels), as 
well as intracranial procedures, all of which 
reflect in hospital operation. 


e. There has been an increased expendi- 
ture for therapeutic agents (antibiotics, 
drugs, plasma). This together with the ris- 
ing cost of food, nursing and other ancillary 
services has added to the hospital adminis- 
trative load. 


f. In 1947 in Oklahoma there were 5,891 
hospital beds—as of now there are over 7,- 
800 and by January 1959 there will be 8,500. 


Even a cursory consideration of these 
statements would make anyone aware of the 
changes which have come about in hospitals 
and medical practice in 20 years. One can 
only speculate as to what would have hap- 
pened to the hospitals and the practice of 
medicine 20 years ago if prepaid voluntary 
insurance plans had not come into being. 
Such prepaid voluntary insurance plans, 
however, can never came to their ultimate 
fulfillment until there is a complete under- 
standing on the part of the hospitals, phy- 
sicians, and patients of their individual re- 
sponsibilities to ALL such plans. 


It does not appear possible or practical at 
the present time to insure all medical, sur- 
gical and hospital care just as it doesn’t ap- 
pear possible to insure 100 per cent against 
all other hazards in our everyday existence 
—fire, wind, hailstorms, floods, pestilence. 


Various riders, clauses, and special poli- 
cies now enable one to secure protection 
against a horde of catastrophic illnesses. 
With further education, greater cooperation 
among the three sides of this medical tri- 
angle (the hospitals, the medical profession 
and the patient) and an honest acceptance 
of the responsibilities of each, far more can 
be accomplished. With patients now un- 
necessarily utilizing hospital beds and care, 
with physicians frequently lacking courage 
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to terminate hospital stay when it could end, 
and with the hospital quietly acquiescing in 
this, the future of prepaid voluntary insur- 
ance programs hangs in the balance. 


In 1940 in Oklahoma Blue Cross utiliza- 
tion was 80.4 hospital admissions per 1,000 
policy holders at an estimated average hos- 
pital per diem cost of $4.50. Today its uti- 
lization is approximately 156 per 1,000 at 
a hospital per diem cost of nearly $18.00. 
You see then in this period of time the utili- 
zation has doubled and the hospital per diem 
cost has nearly quadrupled. 


The average hospital stay in 1940 was 
seven days. Now it is 6.3 days. With the 
efficacy of antibiotic therapy, together with 
today’s early ambulation of surgical and ob- 
stetrical patients, it is inconceivable that 
this average stay has not been further re- 
duced. It challenges all of us to search for 
the explanation of this apparent inconsis- 
tency and obviously illogical experience. 


Hearsay brings it to us that recently in 
this city (Tulsa) at a civil defense meeting 
a physician was asked how many hospital 
beds could be made available at once for an 
emergency situation, without endangering 
the patients who would be discharged to 
meet that situation. Somewhat facetiously 
he answered in effect, if there are no Blue 
Cross-Blue Shield people here I would say 
50 per cent could be. Though there was a 
chuckle of mirth, this illustrates the lack of 
understanding of the deep underlying reason 
for prepaid voluntary insurance and points 
up the fact as to why it is necessary for all 
such prepaid plans to continually revise 
their schedules to meet the oft’ times un- 
reasonable demands for service. When the 
public at large, the medical profession and 
the hospital more fully appreciate that un- 
necessary utilization increases the cost of 
coverage as a whole and eliminates benefits 
which all might have, there will develop a 
more realistic and practical coverage. 


There is no clear line of distinction be- 
tween those factors and forces which have 
affected the hospitals and the practice of 
medicine in the past and those which will in 
the future. There is necessarily overlapping. 


Looking ahead, however, one can say with 
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a fair degree of assurance that insurance 
programs are going to play an increasing 
role in the operation of hospitals and the 
pattern of medical care in the future as 
various types of policies are designed for 
individuals, employed groups, employers, 
unions, governmental agencies, group prac- 
tice, cooperative plans, and in the form of 
service contracts as contrasted to indeminity 
plans, etc., etc. 


Your attention should be directed to a 
recent 30 page monograph by Mr. W. R. 
Bethel,' Assistant Executive Director, Blue 
Cross and Blue Shield entitled “Pressure 
Groups in Health” which gives a compre- 
hensive discussion of the forces at work to 
provide medical, surgical and hospital cov- 
erage especially for employed groups—some 
even going so far as to provide their own 
hospitals and salaried physicians to carry 
out the plan. Mr. Bethel points out that 
there are 18 million members of organized 
labor, who with their dependents make some 
55 million people in all, with union welfare 
funds to support their health aims in the 
amount of 40 billions of dollars, which he 
states is several billions in excess of that 
accumulated by social scurity funds by every 
working person since 1932. 


Of further interest in this direction are 
the increased benefits being asked—yes, even 
being demanded to include such provisions 
as: 

365 days for one admission. 


All X-ray procedures. 


Expanded out-patient benefits—diagnos- 
tic services as an example. 


Expanded benefits in the field of nervous 
and mental disorders. 


Higher private room allowances. 


Accreditation of hospitals may bring 
about some changes in that there may be 
more careful scrutiny of all surgical speci- 
mens which could have the effect of lessen- 
ing the number of surgical procedures in 
some categories and in some areas. “‘Room- 
ing In” now with a swing of the pendulum in 
that direction could require some minor ad- 
ministrative changes. Likewise rehabilita- 
tion programs and extension of physical 
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nedicine for spastics, paralytics, traumatic 
sandicaps and cardiac cripples will require 
urther modification of hospital procedure. 


It seems entirely possible that with early 
imbulation of surgical and obstetrical pa- 
ients and with the effectiveness of antibi- 
tic therapy in other conditions, the length 
if hospital stay could be lessened. While 
‘ssening the hospital stay may increase the 
er diem cost, it should reduce the total pa- 
tient cost per hospital admission, and at the 
same time make for more effective use of 
veneral hospital beds without increasing the 
umber. Hospitals should become realistic 
tbout the per diem cost. They should lay it 
on the line and let the public know what it 
costs. They should advise wherein the pol- 
icy holders may assist in altering some pro- 
cedures and benefits by which they may 
profit. 


Charging physicians a per diem for med- 
ical, surgical and obstetrical patients is not 
the answer to meeting a hospital deficit. It 
will only be passed on to the patient with 
a misconception on the part of the patient 
as to what portion of his expense is medical 
and what is hospital. 

I quote from North Carolina Medical 
Journal, Volume 17, June, 1956: 


“A SMALL LEAK WILL SINK A GREAT SHIP” 
G. WESTBROOK MURPHY, M.D. 


“There are hospitals in North Carolina who hire 
physician-employees so that the differences in fees 
collected and the salaries paid provide a source 
of income for the institutions. One North Caro- 
lina hospital passed and attempted to enforce a 
regulation requiring that the medical staff turn 
over to the hospital from 10 per cent to 50 per 
cent of moneys earned in private practice within 
the institution. Another North Carolina hospital 
tried to enforce a rule which would require phy- 
sicians to purchase staff appointments at a rate 
of $500.00 each.” 


Any attempt on the part of the hospital 
to take over the practice of medicine or to 
sell staff appointments for the privilege of 
working in a hospital will meet with a united 
resistance. Moreover, you are aware that 
the courts have ruled that corporations can 
not legally engage in the practice of med- 
icine. 


These are not approaches to a solution. 
LET’S FACE THE FACTS OF HOSPITAL 
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COSTS OPENLY AND FRANKLY. Hos- 
pitals should refuse to accept welfare pa- 
tients for less than it costs to care for them. 
If they lose on these patients it is unfair for 
the paying hospital patient. Whether from 
his own funds or insurance funds, it is un- 
fair for him to make up the deficit when it 
should be borne by the population as a 
whole. A really serious situation is before 
us now in the matter of hospitalization of 
Public Welfare Department charges. It is 
difficult to see how this problem car be 
solved as it is now set up, with rather lim- 
ited periods of hospital care provided and no 
machinery operating to terminate the hos- 
pital stay when this time is up. 


Down the road ahead if there can be 
some way of determining an equitable solu- 
tion of “diagnostic services” by prepaid in- 
surance plans so that these may be done as 
office procedures it will affect hospital us- 
age. The solution of bedside nursing prob- 
lems is another major hurdle for the hos- 
pitals to solve with the proper and most ef- 
fective utilization of nursing administrators, 
graduate nurses, practical nurses and order- 
lies. Enlargement of Visiting Nurse Associ- 
ation services will perhaps over the years 
enable many “chronic” patients to be out of 
the hospital for all but most urgent care. 


Construction and utilization of conva- 
lescent hospitals, and geriatric nursing 
homes (which can be done for less cost than 
general hospitals) is a great need every- 
where and will provide beds without such a 
large investment. This could and probably 
would modify the necessity of providing fur- 
ther general hospital beds during this period 
of readjustment and for a long time in the 
future. 


I do not hold with those who say prepaid 
voluntary insurance plans are out of the 
financial reach of the average worker and 
therefore advocate a compulsory government 
operated medical-health insurance. To quote 
from Emerson P. Schmidt, Ph.D., Director 
Economic Research, Chamber of Commerce 
of the United States: 


“In 1951 we spent for health and medical serv- 
ices individually and through government about 
13.6 billions. In the same year we spent for alco- 
holic beverages, tobacco and smoking supplies 
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13.2 billions. Consumer expenditures for health 
and medical services came to $8,976,000,00 as 
against a figure for alcohol expenditures along at 
$8,450,000,000. Consumers spent more than 
cents on smoking supplies for every $1 spent on 
health and medical services.”’ 


THERE MUST BE AN AWAKENING 
AS TO SENSE OF VALUES. 


quarrel with the individual who says he 


I have no 


should be free to spend his money for alco- 
holic beverages and tobacco if he chooses, 
but why when he so chooses to spend his 
money, do we have to say because of that 
he cannot pay for hospital, medical and sur- 
gical insurance. Why not say he cannot pay 
rent, or food or clothing and subsidize him 
in one of those aspects of his existence. It 


makes as much sense. It is just as logical. 


In summary we have reviewed some of the 
factors which have influenced hospital op- 
erations and medical practice the past 20- 
25 years. We have suggested guideposts 
which may determine in varying degree the 
direction in which we move now. Let us 
seriously consider these suggestions and 
others that may occur to us; carefully weigh 
and evaluate them in our efforts to provide 
better medical and hospital care for all the 
people. Finally after such careful, consci- 
entious analysis and study let us each have 
the courage to honestly face and accept our 


individual responsibilities. 


REFERENCES 
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About Doctors 


A splendid public relations tool is offered 
us by Channing L. Bete Co. in their booklet 
“What Everyone Should Know About Doc- 
tors.” This fifteen page booklet uses key 
words and drawings to get its message 
across more quickly and more effectively. 


A few of the topics covered in an enter- 
taining readable way are: free choice, what 
the doctor does, how he is trained, the im- 
portance of ‘‘physicals,’’ how a doctor 
reaches his diagnosis, what to do in an 
emergency, etc. 


Ask Bete and Company, Box 506 Green- 
field, Massachusetts, for a sample copy. 
You will like it for distribution to your pa- 
tients.—J.M. 
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ETHYLENE GLYCOL Antifreeze POISONING 


WILLIAM H. SIMON, M.D. and T. R. PFUNDT, M.D. 


Ethylene Glycol is the main component of 
permanent antifreeze solutions. Before 1930 
it was generally not considered to be par- 
ticularly toxic, then a report of two fatali- 
ties appeared.':? Since that time sporadic 
case reports of its rather pronounced toxicity 
even when ingested in small amounts have 
appeared in the world literature. The ma- 
jority of these have ended fatally and almost 
all have been in adults who have sought a 
substitute for alcohol. 


This substance is a clear, colorless, odor- 
less liquid with the following chemical 
H H 
HO —C—C—OH 
H H 


formula. 


Its boiling point is almost twice that of 
water (197°C). 


Ethylene glycol is metabolized in the body 
to oxalic acid and glycolic acid. The patho- 
logic changes produced are probably due 
largely to the oxalic acid. Numerous cal- 
cium oxalate crystals are characteristically 
found in the urine, but are not specific. 


The advent of the “do it yourself” era is 
leading to an increase in the number of 
homes and garages containing jars and cans 
of antifreeze. The number of cases of ethy- 
lene glycol poisoning in children can be ex- 
pected to increase unless an adequate edu- 
cational program is instituted. As little as 
10-15 ml. left unused in a can or jar within 
a child’s reach is an extremely hazardous 
situation. 


It has a toxicity approximately the same 
as methyl alcohol. Hunt*® suggested that the 
minimal lethal dose in the adult man is about 
100 ml., or approximately 1.4 ml. per kilo- 
gram. Thus as little as 14 ml. in a 10 kilo- 
gram child could produce death. Kahn and 
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Brotchner* did however report the survival 
of a young adult after ingestion of 240 mil. 
Despite the marked toxicity of this sub- 
stance its dangers are almost unknown to 
the general public. Existing laws do not 
require it be labeled as poison. Temporary 
antifreeze compounds containing methanol 
are labeled as poisons and their toxicity is 
no greater than that of ethylene glycol. The 
leading brands of permanent antifreeze now 
have a caution note on the cans but many 
brands make no mention of its toxicity. 


The following report is the case history 
of a child first seen in coma. He was a diag- 
nostic and therapeutic problem that was not 
diagnosed as ethylene glycol poisoning until 
several hours after admission, and then only 
after repeated history taking from the fam- 
ily and elimination of other possible causes. 
Some of the disease processes that had to be 
considered and ruled out when the patient 
was first observed were salicylism, menin- 
gitis, encephalitis, glomerulonephritis, dia- 
betes, and central nervous system trauma. 
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Case Report 
History: 


A 26 month old white boy was admitted 
in coma to the 2792nd U.S.A.F. Hospital on 
October 31, 1956 at 7:30 p.m. He was ap- 
parently in excellent health before and on 
the morning of admission. His only past 
illness was congenital hypertrophic pyloric 
stenosis which was corrected surgically at 
the age of five weeks. The morning had 
been spent playing in the yard and garage. 
After a normal lunch he was placed in bed 
for his nap. At 5:00 p.m. he could not be 
aroused and it was decided to let him sleep. 
At 6:30 p.m. he was taken to the hospital 
when he still could not be aroused. 


The patient was deeply comatose, all the 
deep tendon reflexes were hypoactive and 
he responded only slightly to painful stimuli. 
Weight 12.1 kilo; T 99°; P 120; R 44; Blood 
pressure 110/68. Hyperpnea and tachypnea 
were marked. 


There was no past history of trauma and 
the parents thought that no medicines or 
poisons were within his reach with the pos- 
sible exception of aspirin. An open partly 
filled can of permanent antifreeze was in 
the garage where he had played during the 
morning. (The parents reported that this 
was later found empty and overturned.) 


WBC 51,000 (N-60% ; L-20% ; M-1%; 
{-2% ; B-1% ); Hemaglobin 13.5 gm.; hema- 
tocrit 42%. Urine 24 albumin; 12-15 
RBC/hpf; 1+ acetone; sugar—negative. 
X-ray films of the skull were normal. The 
initial spinal fluid examination was within 
normal range. Blood sugar was 57 mg. per 
100 ml.; Cl-93 meq/1; CO, 21.6 meq/1 (48.1 
vol.% ); serum salicylate level 0. 


Fluids were administered intravenously 
and terramycin was added to the solution. 
The patient continued to hyperventilate and 
was unresponsive throughout the night. 


On November 1, there was no change in 
the state of consciousness. The maximum 
for the pulse was 184, the respiration 48, 
and the temperature 102° (rectally). The 
blood pressure at times was unobtainable. 
Projectile vomiting of dark fluid positive 
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for occult blood occurred four times. Gen- 
eralized convulsions began occurring every 
few minutes and lasting 40-120 seconds. 
Calcium gluconate a total of 15 ml. was 
given in divided doses over the next 24 
hours. Twenty-one units of insulin was 
given during the day. Sodium amytal in 45 
mgm. amounts was given six (6) times for 
control of convulsions. Oxygen was started. 
WBC-68,000 (N-82%, L-18% ); hemoglobin 
13.5; hematocrit 42% ; NPN-97 mg% ; CO 
6.5 meq/1 (14.5 vol.%); urine 100+ RBC; 
4-6 WBC’s/hpf. Calcium oxalate crystals 
and rare granular casts were present in the 
urine. Later in the day serum electrolytes 
determined at another hospital revealed a 
CO.-1.04 meq/1 (2.2 vol.% ) ; CL-112 meq/1; 
Na 146 meq/1; K 7.16 meq/1. Respiration 
became irregular and deep. A portable pH 
meter was obtained and the pH of the blood 
found to be 6.8. Sodium bicarbonate was 
given in a dose calculated to raise the CO. 
by 5 meq/1 and this was followed immedi- 
ately by M/6 sodium lactate calculated to 
raise the CO. 5 more meq/1. 


On November 2 the patient was improved 
slightly but continued to have frequent mild 
convulsions and occasional dark emesis. 
Urinary output was good. The urine con- 
tained many red blood cells, 14+ albumin, 
and many calcium oxalate crystals. Because 
of the difficulty in obtaining electrolyte 
studies and inadequate facilities the patient 
was transferred to Children’s Memorial 
Hospital. 


The physical examination upon arrival 
there was essentially unchanged. The res- 
piration was Cheyne Stokes in types with 
periods of apnea and cyanosis. The con- 
vulsions were predominately on the left side. 
All deep tendon flexes were hyperactive. A 
roentgencgram of the chest showed a patchy 
increased density in the right base. The 
urinary output was 125 ml. during the next 
16 hours and was replaced with 10% invert 
sugar. One hundred thirty ml. of whole 
blood was given. For a complete list of all 
laboratory determinations see Table No. 1. 


November 3—The convulsion continued 


despite frequent injections of sodium amytal. 


The blood pressure averaged 90/70, the pulse 
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Oct. 31 Nov lov. 3 Y 5] Nov 6| Nov. 7 
Hemoglobin [13.5 5 . 11.1 5 


Hematocrit [42 | 42 Ts ; 330 COW ; ‘ 33 
~ 151,000 | 68,000 
13,000 15,400 20,950 23,650 
N-60 N-82 N-7 N-67 N-61 N-65 N-61 
L-26 L-18 vis L-25 L-38 od L-34 
M-11 M-2 M-6, E-2 M-2, E- M-2, E-3 
E251 | | ‘ 
21.6 meq/1] 6.5 meq/1 15.25 meq/1 
(48.1 vol% } (14.5 vol%) | meg/1 (33.6 vol ) 
1.04 mg/l (31.4 
(2.24 vol&% 4 vol) 
105 
140 
4.6 
PH —~S -— 
Glucose _ 


Bilirubin 


——————— — si sie 
Calcium ll mg‘ 
Phosphase 2.4 mg 


Proteins 
& A/G 
Prothrombin | 22.4 sec. | 28 sec 
time (control | (control (control 
15.1) 17 sec.) 16.2 
Bleeding 7] | 1 min 
time 30 sec. 
Clotting | 5 min. | 
time 10 sec 
wn . —— a 
Cerebro- 
spinal Fluid 
Smear 1 
Culture 
Cells 


Sugar 
Globulin ! 
Total 50 mg 
Protein y 5 50 mg“ 
Salicylate 
Level 






































TABLE No. 1 


130 and respirations 34. The temperature Patient coughed frequently, vomited some 
ranged from 100.6-103°. and was still having tarry stools. 


November 4-5—The pupils began reacting November 9—The right arm was noted 
to light. The convulsions became less fre- to be paralyzed but the left arm moved free- 
quent and the patient began withdrawing ly but in a purposeless manner. A phlebitis 
from painful stimuli and crying. A _ black developed at the cut down site. The tem- 
tarry stool was passed. perature was elevated to 103°. 


November 6—Began taking glucose water November 10—He reached for a glass 
well. Only one convulsion all day (the last). and was able to hold it with help. The first 
yellow stool was passed. 
November 7-8—Patient still lethargic but 
on the eighth followed a light with his eyes. November 13—The patient was develop- 
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ing increasing strength but the right arm 
and hand were still very weak. 


November 14-18—Continued to be lethargic 
but began standing with help and on the 
18th walked with much difficulty and a 
staggering gait. 


November 20—Weight 20 pounds (9.1 
kilo). Discharged. Apparently well except 
for weakness the right arm. 


November 26—Weight 25 pounds. The 
examination was normal except for slight 
weakness of the right arm and hand. 


September, 1957—The patient has normal 
mental and physical development. No evi- 
dence of residua found. Renal function was 
found to be normal. 


Discussion 


Reports of acute poisoning from the in- 
gestion of ethylene glycol have been appear- 
ing in the literature since 1930. The number 
of reported cases in children have been very 
few and as far as can be determined all have 
been fatal. 


Signs and symptoms of toxicity are due 
largely to the involvement of three organs; 
lungs, brain, kidney. Almost all other or- 
gans can show degenerative changes but as 
a rule are not responsible for death. Sudden 
acute severe poisoning is most apt to result 
in death from pulmonary edema or from 
respiratory failure. If death does not occur 
suddenly, then early renal failure is a com- 
mon cause, but may be accompanied by 
bronchopneumonia and hemorrhagic bron- 
chitis. 


Symptoms are usually absent immediately 
after ingestion even of large doses because 
of slow absorption from the gastrointestinal 
tract. The irritation to the GI tract often 
causes vomiting. The emesis may contain 
blood from gastric mucosal hemorrhages. 
Involvement of central nervous system is 
evidenced first by excitation which may 
closely resemble alcoholic intoxication. In 
severe acute cases this is followed by coma, 
convulsions, and finally respiratory failure. 
The spinal fluid often contains cells from 
the chemical meningoencephalitis.5 Unless 
physicians are cognizant of the spinal fluid 
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changes in ethylene glycol poisoning a mis- 
taken diagnosis can easily be made. Com- 
mon gross findings in the brain are edema, 
hyperemia, and petechial hemorrhage. Mic- 
roscopically there are signs of encephalitis 
and meningitis. Inflammatory exudate is 
present. Calcium oxalate crystals are found 
in and around the blood vessels. Pons and 
Custer® demonstrated degenerative changes 
in some of the ganglion cells of the cortex, 
brain stem, and cerebellum. 


Though the kidneys are involved in every 
case, renal failure is usually not responsible 
for the patient’s death unless death is de- 
layed for several days. The urine charac- 
teristically contains calcium oxalate and al- 
bumin. A hemorrhagic nephritis can occur 
as it did in our patient but in most cases 
hematuria is not present. Grossly the kid- 
neys are swollen. Calcium oxalate crystals 
are found throughout but most are located 
in the renal tubules. Congestion is a con- 
stant finding but extensive renal tubular 
epithelium destruction is found only occas- 
ionally. 


Therapy 


Gastric Lavage—The greatest chance for 
salvage of a patient after ethylene glycol in- 
gestion is prompt gastric lavage. Absorption 
from the gastro intestinal tract is slow thus 
making it advisable to lavage every patient 
even if there has been some delay in seeking 
medical attention. 


Saline Cathartic—The administration of 
a saline cathartic is probably indicated to 
remove any of the ethylene glycol that has 
passed into the intestines. 


Calcitum—It seems that the administra- 
tion of I.V. calcium could prove life saving 
by converting the oxalic acid to inert cal- 
cium oxalate. Grant’ reported recovery in a 
case given calcium gluconate. It is thought 
that the I.V. calcium gluconate given to our 
patient was helpful. 


Electrolytes — should be maintained as 
near normal as possible. It is certain that 
our patient would not have survived if the 
pronounced acidosis (CO.-1.04 meq/1; pH- 
6.8) had not been promptly brought nearer 
normal by use of alkalizing solutions. 
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Urine Analysis 





Oct. 31 ov. 1 . 3 . § Analysis 
(evening) 





Specific 
Gravity 
\lbumin 


Sugar 





Acetone 





Diacotic 
Acid 

Microscopic 12-15 RBC’s 100 RBC 100+ RBC 

/hpf /hpf 3-4 WBC 
Coarse 

granular 
casts 





Innumerable 
Calcium Calcium Calcium 
Oxalate Oxalate Oxalate 
Crystals Crystals Crystals 























TABLE No. 2 


Dihydrotachysterol—Milles® suggested us- (1) Ethylene glycol is a potent poison, and 
ing a parathyroid preparation as possible small quantities when ingested can be 
therapy but did not use it any any cases. It fatal. 
would promote the mobilization of calcium 
from the bone and raise the concentration 
of the plasma calcium. 


Laws should be enacted making it man- 
ditory that manufacturers label ethylene 
glycol products poison. 

Insulin—has also been suggested as use- 
ful in ethylene glycol ingestion because it 
has been found by De Lucia® to increase the 
rate of oxadation of oxalic acid in the body. 


The public should be informed of its 
hazards and adequate measures taken 
to keep open cans and jars out of reach 
of children. 

Fluids—should be administered slowly and 
with caution, in view of the frequently seen 
cardiac dilitation and pulmonary edema and 
renal failure. 


All cases aren’t hopeless if prompt gas- 
tric lavage is performed, intravenous 
calcium gluconate given and electrolyte 
balance maintained. 

Oxygen—should be given during times of 
cyanosis, respiratory distress, and convul- 
sions. 


The question of the possible benefits of 
exchange transfusion is raised. 


Barbiturates—can be used to control con- REFERENCES 
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Stop R heumatic Fever-- 


LABORATORY and CLINICAL DIAGNOSIS 


Preceding articles in this series have dealt 
with streptococcal infections, since these are 
the sine qua non of rheumatic fever. But it 
must be pointed out that rheumatic fever is 
a recurrent disease, and that each recur- 
rence increases the risk of valvular heart 
disease. Thus, to STOP RHEUMATIC 
FEVER one must be alert and conscious 
of the symptoms, signs, and laboratory evi- 
dence that will lead to the diagnosis of this 
all too common affliction. Credence for this 
point of view is gained from review of the 
data which the thoracic surgeons and pa- 
thologists have obtained during cardiac sur- 
gery, such as mitral commissurotomy. De- 
pending upon the size of the series studied 
and the thoroughness with which pathologic 
specimens were obtained during surgery, 
from 30 to 60 per cent of these patients 
show Aschoff nodules in the auricular ap- 
pendage. Yet by all conventional clinical 
and laboratory tests these patients were “‘in- 
active,” or else they would not have been 
subjected to surgery. Thus, age limits for 
prophylaxis have been extended, as pointed 
out last month. 


If we cannot depend upon the customary 
evidence, how can we possibly hope to STOP 
RHEUMATIC FEVER either by treatment, 
prophylaxis of patients who have had the 
disease, or by early management of indi- 
viduals who are having recurrences? This 
present discussion is intended to review 
some of the clinical and laboratory evidences 
of the disease, and perhaps such informa- 
tion will insure that the patient gets therapy 
from his physician at the earliest possible 
time. 


The exact incidence of rheumatic fever in 
this country cannot be accurately estimated 
for many reasons. For one, the symptoms 
and signs of the disease are so variable and 
diffuse that undoubtedly many patients are 
treated for something else, as is borne out 
by the fact that many individuals come to 
necropsy showing severe rheumatic heart 
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disease without it ever having been suspect- 
ed during life. Certain statistical and epi- 
demilogical surveys have shown that rheu- 
matic heart disease exists in three to six 
per cent of the population at large; hence, 
the incidence of rheumatic fever must be 
higher. No differences have been demon- 
strated in the occurrence in the two sexes. 
More than half of the individuals who have 
once had rheumatic fever may be expected 
to have another attack unless adequately 
protected by antibiotic prophylaxis, and each 
attack increases the risk of heart damage. 


If a patient with known rheumatic heart 
disease or previous rheumatic fever develops 
any of the classical forms of streptococcosis, 
then the wise physician can almost certainly 
prevent a recurrence of rheumatic fever. 
This is more apt to be true of older patients 
than of children. This, of course, is where 
the real crux of the problem lies, for the 
greatest incidence of rheumatic fever is be- 
tween the ages of 2 and 17 years, and these 
are the patients who may be less likely to 
relate their symptoms early and clearly to 
the doctor. When the preceding streptococ- 
cal infection is objectively apparent, such as 
scarlet fever, erysipelas, and perhaps a 
draining otitis media, there is less difficulty 
in getting early therapy instituted. Even 
when there is a definite history of pharyn- 
gitis or other suppurative complications of 
streptococcal infection, the interval between 
the initial infection and the onset of rheu- 
matic fever may be as long as six weeks or 
more. By this time the patient, and fre- 
quently the physician too, does not make the 
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issociation with the preceding illness, and 
hence misses the diagnosis, particularly if 
the onset is vague and insidious, as it is 
yrone to be. 


While the disease is generally accompanied 
'y a persistent mild fever, some patients 
lo not have elevations of temperature until 
he late afternoon. This taxes the physi- 
ian’s ingenuity, since healthy people have 
. diurnal rise in body temperature. The 
total leukocyte count is more often normal 
han not, even in the face of fever and gen- 
eralized symptoms. This is a leading clue 
that the ailment is at this point probably 
non-infectious. Malaise and asthenia are 
common symptoms when one inquires about 
them, but they are often not mentioned by 
the patient because other symptoms seem 
more pressing and severe. The significance 
of these symptoms lies in the fact that they 
suggest that this is a generalized disorder 
and not restricted to joints or whatever 
other areas may annoy the patient. Many 
patients are nearly prostrated, in fact, long 
before they develop the classical polyar- 
thritis. 


We have always been told that migratory 
polyarthritis involving the small joints is 
almost pathognomonic for rheumatic fever, 
but this can be a very confusing issue. Care 
must be taken to consider the other so-called 
“collagen or rheumatic diseases” before de- 
ciding on this one. Conversely, the arthritis 
may not be so innocuous as often described. 
Fluid can occasionally be aspirated from 
joints, and there may be a considerable de- 
gree of peri-articular inflammation and 
tenosynovitis. A helpful observation is the 
duration of the joint involvement, for it is 
rare in rheumatic fever for the arthritis to 
last more than a few days to two weeks or 
so, whereas other forms of arthritis are 
more persistent. 


The cutaneous manifestations of rheu- 
matic fever are of little help, except, per- 
haps, to confirm the diagnosis. The most 
typical is erythema marginatum, but this 
occurs in only a small portion of the cases. 
On the other hand, epistaxis is fairly com- 
mon and probably occurs in the majority of 
patients. Indeed, its occurrence in a child 
should always make the physician think of 
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rheumatic fever in the differential diagnosis 
of any illness. Abdominal pain is always a 
difficult symptom to evaluate, especially in 
children. Not infrequently children are sub- 
jected to operation, usually for acute appen- 
dicitis, when a more careful work-up would 
have shown other evidences leading to the 
diagnosis of rheumatic fever. The same may 
be said about pleuritic pain, which is rather 
common in the more severe forms of the 
disease. Indeed, a not inconsiderable num- 
ber of patients have a rheumatic pneumon- 
itis accompanying the illness and are treat- 
ed for pneumonia, and the basic pathology 
is overlooked. 


Chorea occurs almost exclusively in chil- 
dren and commonly occurs in rheumatic 
fever in this group. It has been stated that 
the presence of chorea is a favorable prog- 
nostic sign, in that the incidence of subse- 
quent rheumatic heart disease is lower than 
in the group with other symptoms and signs. 
The patient with chorea is also less likely 
to have as much fever and rarely has leu- 
kocytosis. 


Subcutaneous nodules are quite charac- 
teristic of the disease. These nodules are 
usually small, but may be as large as 2 cm. 
and are located over the extensor tendons 
and extensor aspects of various extremities. 
The skin is freely moveable over the nodules 
and can generally be seen by mere inspec- 
tion. The presence of subcutaneous nodules 
is a grave prognostic sign, for the incidence 
of carditis is considerably higher in this 
group of patients. 


Carditis in all its manifestations is the 
feature most feared by all, for as noted 
above, all the other symptoms and signs dis- 
appear sponteneously within a short time. 
But it is the heart that bears the brunt of 
the blow that rheumatic fever inflicts. For- 
tunately, not all patients develop carditis, 
i.e., they do not manifest murmurs, cardiac 
enlargement, or signs of heart failure, and 
their electrocardiograms are normal. There 
are few symptoms associated with active 
carditis unless the patient is in frank car- 
diac failure. It is a rare patient who has 
anginal-like precordial distress. All patients 
must be followed closely with serial electro- 
cardiograms and full size chest x-rays to 
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determine if there has been any damage to 
the heart. It may be months before dam- 
age is evident, and one early, isolated obser- 
vation is inadequate. Changing murmurs 
are a helpful but over-rated clue, for even 
the same physician finds it difficult to judge 
today’s sounds against yesterday’s. 


Few things in the laboratory are helpful 
in the diagnosis. As mentioned above, the 
total leukocyte count may be elevated at 
first, but even with serious forms of the 
disease, this returns to normal with bed 
rest alone. Antistreptolysin O titers are 
customarily performed, to see if there has 
been a recent streptococcal infection; but 
many patients with rheumatic fever have 
normal titers, and the persistence of a high 
titer bears no relationship to the activity of 
the rheumatic process. The sedimentation 
rate is also usually elevated during the acute 


The Management of 


phase, but this is variable, and this test is 
much more unpredictable in relation to the 
clinical evidences of rheumatic activity. 
The C-reactive protein is almost always 
greater than 1+ when the rheumatic pro- 
cess is active, and Rantz has found it to be 
the best index of continued rheumatic activ- 
ity, ie., once the diagnosis of rheumatic 
fever is established on other criteria, the 
persistence of an abnormal C-reactive pro- 
tein tests probably denotes continued rheu- 
matic activity. 


It is evident from the foregoing that there 
are no simple clinical or laboratory tests 
for the diagnosis of rheumatic fever, and it 
is certain that many cases will continue to 
occur without benefit of medical attention. 
The application of some of these factors may 
help, however, to STOP RHEUMATIC 
FEVER. 


DIFFUSE FECAL PERITONITIS 


An acute perforation of the colon pro- 
ducing diffuse fecal peritonitis, often comp- 
licated by sepsis, shock and death is an old 
problem with many recent advances in ther- 
apy. The established principles of diversion 
of the fecal stream and exteriorization of 
the diseased bowel provide the basis of ra- 
tional surgical treatment. 


It is now recognized that the shock of 
overwhelming sepsis may fail to respond 
to the usual measures of whole blood, plasma 
expanders, correction of fluid and electro- 
lyte imbalance and current methods of anti- 
biotic administration. Altemeir and Cole,! 
recently reported 93 such cases of shock due 
to sepsis and ending in death. A substantial 
number of these were due to fecal peri- 
tonitis. 


The use of blood and blood substitutes is 
not always helpful since the shock is due 
more to peripheral vascular collapse than 
to blood loss. Herein lies the basis of treat- 
ment with the more potent vasopressors. 
Norepinephrine is considered the drug of 
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choice and is best given by continuous in- 
travenous drip in the antecubital vein. Much 
care should be used during its prolonged 
administration because of the tendency to 
cause eschar formation at the site of in- 
fusion, even without extravasation. 


The adrenal corticoids are useful in res- 
toration of proper hemodynamics when other 
measures fail. Some? think that they have a 
direct action on the endotoxins but this has 
not been adequately proven. It is felt that 
they should be used, but conservatively since 
they may also lessen the hosts response to 
inflammation, which is a basic defense 
against infection. Hydrocortisone specifi- 
cally is the best preparation since intra- 
venous use is mandatory. 

The failure of these patients to respond 
to the current methods of antibiotic usage 
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s not surprising. Such a patient in shock 
vill not absorb antibiotics given orally nor 
ntramuscularly but demands early and in- 
ensive treatment with carefully selected 
rugs administered directly into the circu- 
ation. Recent work by Poth,’ on the usage 
f neomycin in low concentration directly 
nto the bowel and peritoneal cavity is be- 
oming more widely accepted. In the future 
t may be permissable without colostomies 
ut at the present this is not always so. 

The surgical management of fecal peri- 
onitis* has as its prime object, to tide the 
atient over the emergency. This is thought 
vest done by simple closure of the perforat- 
.d viscus and by doing a proximal colostomy 
with drainage of abscesses. This is followed 
later by resection of the diseased portion of 
the bowel and closure of the colostomy still 
later. 

One must be constantly aware of the many 
complications of diffuse peritonitis in or- 
der to manage them as they arise. Although 
their treatment will not be discussed here, 
the more common complications are, ab- 
scesses, intestinal obstruction, thrombo- 
phlebitis and pneumonia. 


Report of a Case 

The patient, a 54 year old white man, was 
brought to the emergency room having been 
found in a state of collapse in a ditch. He 
was disoriented but stated he had been in 
excellent health until the onset of acute ab- 
dominal pain without apparent cause. Fur- 
ther history was practically unobtainable. 


The physical examination on admission 
was not too remarkable but within less than 
an hour the patient’s condition deteriorated 
and he began writhing with abdominal pain. 
The abdomen was soon boardlike. Rectal 
examination was not remarkable except for 
tenderness high in the rectal pouch. On 
admission X-ray studies revealed free air 
under the diaphragm and gas in the small 
bowel. 


The preoperative diagnosis was perforat- 
ed peptic ulcer. A right upper paramedian 
incision was made and large quantities of 
fecal material were encountered. Explora- 
tion of the stomach, duodenum and small 
bowel being negative, the incision was car- 
ried downward. Further study revealed a 
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four cm. rent in a sigmoid diverticulum. 
This was closed and 100 cc. of a 1% solution 
of neomycin was placed into the bowel and 
peritoneal cavity.‘ A transverse colostomy 
was performed and the abdomen was closed 
with several drains. 

At the end of the operation the patient 
was in very poor condition and was treated 
with whole blood and continuous intravenous 
levophed. In spite of this he was still in 
shock, 24 hours later, and 100 mgm of hy- 
drocortisone was given intravenously. At 
the end of 36 hours his blood pressure was 
above critical levels. His temperature re- 
mained at about 105° for three days in spite 
of ice water sponges, aspirin and intra- 
venous use of chloromycetin and penicillin. 
His temperature then continued to spike 
104° for 15 days. At this time his condi- 
tion had improved markedly and he was 
taken to surgery for debridement of large 
eschars on all extremities which had compli- 
cated the use of levophed. Approximately 
three days later the areas were grafted with 
good results. 


The patient continued to do well although 
his course was febrile and on the thirtieth 
day developed an ileofemoral thrombophel- 
bitis. This responded well to hot soaks, ele- 
vation, anticoagulants and paravertebral 
sympathetic blocks. He then began to have 
more fever and developed tenderness in the 
left upper quadrant. On the forty-sixth day 
a subphrenic abscess was drained. Follow- 
ing this he did well and was discharged in 
two weeks. 


Three months later he was readmitted 
and a resection of the diseased sigmoid was 
performed. Recovery was successful and he 
was discharged in 12 days. 

The colostomy was closed one month after 
this and the patient was discharged from 
the hospital with good bowel function. He 
has been followed on our Out Patient De- 
partment and is doing excellently at the 
present time. 
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CLINICAL PATHOLOGICAL CONFERENCE 


L. L. CONRAD, M.D. and WILLIAM E. JAQUES, M.D. 


Case Presentation 


Patient: L. T., 13 year white school boy. 


Chief Complaints: Rash and tired feeling 
for two months; anorexia and fever for 
three weeks. 


Present Illness: This patient was appar- 
ently in good health until late summer when 
he began to feel tired all the time and noted 
that his face seemed to be “sunburned,” es- 
pecially across his cheeks and the bridge of 
his nose. Various ointments and salves did 
no good and the “rash” gradually spread 
to involve the forehead and ears. This rash 
was described as discrete erythematous mac- 
ules which later became scaly and some- 
times crusted. Easy fatigability and mod- 
erate anorexia were also noted. One month 
after the onset of these symptoms he com- 
plained of pain and stiffness of the shoul- 
ders and legs which lasted for several days. 
For three weeks before admission he was 
noted to have fever ranging between 101 
and 102° F. About two weeks before admis- 
sion the rash began spreading to the arms 
and to the back. He then began to have six 
or seven bowel movements daily, as well as 
abdominal pain, vomiting, and foul breath. 
He had lost 23 pounds since the onset of 
symptoms. 


Past History: The patient had had whoop- 
ing cough, measles, mumps, and chicken pox. 
He had a tonsillectomy and adenoidectomy 
at age five. He was said to have a very 
severe reaction to tetanus antitoxin given 
following a laceration at age three. 


Family History: The patient’s father, 
mother, and four siblings were living and 
well and none of them had any symptoms 
similar to the patient. The patient had had 
contact as an infant with a cousin who had 
tuberculosis. 


First Admission: Upon first hospital ad- 
mission, physical examination revealed little 
except for the skin rash, slight cervical and 
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inguinal lymphadenopathy and an appear- 
ance of being acutely ill. Repeated urin- 
alyses were essentially negative except for 
a trace of albumin on one occasion, an oc- 
casional cast, and up to four WBC/h.p.f. 
Hb. was 14 mg.%. There were 7800 WBC’s 
with 69 N, 26 L, 5 M. Sedimentation rate 
ranged above 30 mm./hr. A blood culture 
was negative. X-rays of the chest revealed 
no evident cardiac or pulmonary pathology. 
An electrocardiogram showed “partial heart 
block with non-specific primary T-wave 
changes.”” Serology was negative. The pa- 
tient was kept in a dark room and was given 
calamine lotion and special ointment. The 
skin lesions improved a great deal and “were 
hardly noticeable’ on discharge. He was 
also given multiple vitamin preparations 
and for two weeks received testosterone 
propionate, 25 mg. every other day. He was 
also given 0.1 gm. quinine three times daily 
for four days. A second electrocardiogram 
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(several weeks later) showed that the par- 
tial heart block was no longer present. The 
patient was discharged from the hospital, 
felt very well, returned to school (an “A” 
student) and was asymptomatic until mid- 
summer. At this time he took a job with a 
house painter and worked about six days, but 
quit because the sun made him feel weak 
and he began to have “sunburn of his face, 


neck, and ears.” He felt better for a few 
days but then began to feel lethargic again. 
He had increasing anorexia and lost 20 lbs. 
within the next six weeks. He was taking 
only liquids and light foods and was read- 
mitted to the hospital, approximately one 
year after the onset of his first symptoms. 


At this second admission temperature was 
99°, P. 80, R. 25, and BP 120/75. He ap- 
peared chronically ill. The tongue was coat- 
ed and dirty gray. The skin was warm, 
moist, and pale. There were a few atrophic 
scars over the arms. Over the bridge of the 
nose and on both cheeks were confluent 
erythematous irregularily outlined areas, 
which blanched on pressure. There were 
several large cervical nodes which were non- 
tender, smooth, and movable. A systolic mur- 
mur was heard in the second left interspace 
at the sternal margin. The PMI was clearly 
seen and felt in the MCL in the fifth left 
interspace. In this region a rasping sound 
was heard between the first and second 
heart sounds. The liver was palpable three 
fingerbreadths below the right costal mar- 
gin. No other viscera or masses were palp- 
able. The remainder of the physical exami- 
nation was not remarkable. Repeated urin- 
alyses were all within normal limits except 
for rare hyalin casts. A urine study was 
negative for porphyrin. Hb. was 12 gm.%, 
WBC’s 6000 with 64% polys, 3% stabs, 34% 
lymphocytes, and 2‘ monos. Numerous 
subsequent blood counts revealed essentially 
the same values. The sedimentation rate 
varied between 42 and 59 mm./hr. NPN 
was 24 mg.%. Total protein was 6.8 gm.% 
with an A/G ratio of 4.2:2.6. Serology was 
negative. Cephalin flocculation was 2+; 
thymol turbidity 3.2 units; gamma globulin 
1.7 gm.“%. On admission the CO. combining 
power and chlorides were normal. Subse- 
quent electrolyte studies were within the 
normal range. A month later the total pro- 
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tein was 8.8 gm.% with an A/G ratio of 
7.5:1.3. Thymol turbidity was 6.7 units, 
gamma globulin 1.9 gm.“ and cephalin floc- 
culation 1+-. On this second admission, x-ray 
studies revealed marked cardiac enlarge- 
ment with pulmonary congestion and pos- 
sible pericardial effusion. Electrocardio- 
grams showed non-specific primary T-wave 
changes, with low voltage. During the first 
eight weeks of this hospitalization the tem- 
perature ranged from 100° to 104° with oc- 
casional remissions to normal lasting three 
or four days. During his last four weeks 
the temperature curve was relatively normal 
with rare spikes to 102°. In general, the 
pulse curve paralleled the temperature 
curve. ACTH was given with some sympto- 
matic response including improvement of 
appetite. ACTH was stopped when the pa- 
tient became afebrile. Sedimentation rates 
remained high, although some improvement 
of the skin lesions was noted. He was dis- 
charged three months after this second ad- 
mission. 


About one month later the patient de- 
veloped a sore throat and was treated with 
aureomycin, penicillin, and a sulfonamide 
by his local physician. He developed “hives” 
on his lower extemities and sores in his 
mouth. Anorexia developed and for one 
week before his third admission he had eaten 
very little. Physical examination on this 
third admission revealed T. 102°, P. 100, R. 
24, BP 125/80. The patient was described 
as chronically ill and lethargic. The skin 
was dry and pale except for the previously 
described erythematous areas of the face. 
The eyelids were swollen and erythematous. 
The conjunctivae were injected. The pupils 
were not remarkable and reacted to light 
and accommodation. The fundi were said 
to be unremarkable. The ears, nose, and 
throat were not remarkable except that 
there were “swollen aphthous ulcers of the 
buccal mucous membrane.” The tongue was 
coated and the pharynx was injected. There 
were “large cervical lymph nodes.” The 
heart was moderately enlarged with an api- 
cal systolic murmur. The liver was palpable 
three fingerbreadths below the right costal 
margin and the spleen was questionably 
palpable. Extremities were essentially 
normal except for scattered rash over the 
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lower legs. Neurological findings were said 
to be physiological. The patient was mod- 
erately dehydrated and was given intraven- 
ous fluids. Three days after admission a 
pericardial friction rub was noted and peri- 
cardial effusion was later suspected by the 
roentgenologist. An electrocardiogram 
showed low voltage “compatible with peri- 
cardial effusion.” The patient was given 
ACTH (IM and IV) as well as IV vitamins 
and aureomycin. During the next week he 
developed moist rales in both lung bases and 
later generalized edema. He developed in- 
creasing edema, became comatose, and ex- 
pired on the tenth hospital day of his third 
admission. During this admission his tem- 
perature remained between 100° and 102 
until the day of death when it rose to 105°. 
On his final admission a urinalysis was re- 
ported: pH 6.0, sp. gr. 1.032, protein 4+, 
sugar 1+, acetone negative, and 5-10 
WBC’s/h.p.f. and innumerable coarsely 
granular casts. The white blood count was 
9500 with 86% neutrophils (19% stabs), 
13‘% lymphocytes, and 1 monocyte. Three 
days after admission the white count was 
4000 with 79% neutrophils, 18% lympho- 


cytes and 3‘% monocytes. An absolute eos- 
inophil count revealed no eosinophils. The 
Hb. was 11 gm.‘ on the day of admission 
and 9 gm.‘ three days later. On admission 
the NPN was 32 mg.%, serum chloride 104 
mEq/l sodium 140 mEq/! and potassium 
4.5 mEq/1. 


Differential Diagnosis 


Dr. Conrad: The clinical picture presented 
is one in which many different organ sys- 
tems including the skin, heart, and joints 
are involved, and the illness is terminated by 
either congestive heart failure or uremia. 
The illness is of at least a year’s duration 
and has been punctuated by intermittent epi- 
sodes of fever. 


With this story, the primary diagnosis 
should be disseminated lupus erythematosus. 
The clinical picture seems to be character- 
istic and I will mention only a few other 
possibilities in the way of differential diag- 
nosis. Dermatomyositis should probably be 
considered particularly because of the peri- 
orbital edema (although it appeared late in 
the illness) and skin manifestations; how- 
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ever, dermatomyositis usually is accom- 
panied by weakness of large groups of mus- 
cles, and although pericarditis has been re- 
ported in association with this disease it 
seems to be rare. 


Rheumatic fever could present many of 
the same clinical findings including conges- 
tive heart failure due to rheumatic carditis 
as a cause of death; however, the distribu- 
tion of the skin lesions over the butterfly 
area seems more characteristic of systemic 
lupus. 


The terminal picture, if it represents a 
renal manifestation would be more common 
with lupus than with rheumatic fever. Bac- 
terial endocarditis should probably be con- 
sidered although the appearance of carditis 
and pericardial friction rub are not common 
with bacterial endocarditis. Henoch-Schon- 
lein purpura could be responsible for the 
renal manifestations but the skin lesions are 
not characteristic of this disorder. Periar- 
teritis can produce cardiac and renal mani- 
festations, but in the acute form is many 
times accompanied by hypertension and leu- 
kocytosis, neither of which occurred during 
the illness. As a matter of fact, the terminal 
leukopenia and the absence of hypertension 
are highly suggestive of lupus. 


As to the special manifestations, lympha- 
denopathy is common in disseminated lupus. 
Electrocardiographic changes, including a 
prolonged PR interval (partial heart block) 
and the appearance of pericarditis with or 
without effusion are common is disseminat- 
ed lupus. 


We are not given enough information to 
determine whether or not the patient actual- 
ly expired in congestive heart failure or be- 
cause of a developing renal lesion, either of 
which would be frequent terminal manifes- 
tations of disseminated lupus. 


Incidentally, when pericardial effusion oc- 
‘urs during the course of disseminating lu- 
pus it usually is not sufficient to cause car- 
diac tamponade so that this probably does 
not represent a factor in the patient’s death. 


There are a few common manifestations 
of lupus which are not present in this par- 
ticular patient. There is usually an altera- 
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ion in serum globulin with increased con- 
entration of globulin in plasma; however, 
he gamma globulin as reported is elevated, 
ince by salting out techniques its concen- 
ration is normally .75 to 1.25 gm.%. The 
erologic test for syphilis is often positive in 
upus and this is probably due to the altera- 
ions in serum proteins which occur com- 
nonly. 


In substance then, I believe that the pa- 
ient must certainly represent a case of sys- 
emic lupus erythematosus, the principal 
esions being cardiac and perhaps renal. 


Q. Why could not the diagnosis be rheu- 
natic fever and rheumatic carditis? 


A. The skin lesion in its distribution 
would be against a diagnosis of rheumatic 
fever. In addition, the entire illness seems 
to be one in which the relapses are related 
to exposure to sunlight. This is very com- 
mon in disseminated lupus, but so far as I 
know photosensitivity of this order does not 
occur in rheumatic fever. 


In rheumatic carditis there is more fre- 
quently an increased voltage on the electro- 
cardiogram although pericardial effusion 
may alter this sign. The terminal illness, if 
it be uremic in nature, makes lupus more 
probable. 


Q. What is the relationship of chronic 
discoid lupus to disseminated lupus? 


A. The dermatologists report instances 
in which chronic discoid lupus has termi- 
nated in disseminated lupus; however, in 
general chronic discoid lupus is a benign 
disease, and one wonders whether or not the 
cases which are reported to terminate in 
systemic lupus weren’t disseminated to start 
with. 


@. I wonder whether or not blood had 
been examined for lupus cells? 


A. I assume that lupus cell preparations 
had been obtained and that the report has 
been intentionally left out of the protocol 
by the pathologist. They probably were 
positive; however, even though they were 
negative the clinical picture is quite char- 
acteristic of lupus. I would be surprised if 
the preparations were negative, but I would 
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not change my diagnosis if they were nega- 
tive. 
Pathological Discussion 

Dr. Jaques: As part of CPCmanship, 
certain information was withheld from the 
clinical protocol. A lupus erythematosus 
preparation was performed and this was 
positive. 


At autopsy there was generalized edema 
involving the extremities, as well as the 
face, especially in the periorbital areas. The 


serous cavities likewise contained large 
amounts of fluid. The peritoneum contained 
500 ml., the right pleural cavity 1 liter, and 
the left pleural cavity 1 liter, while the peri- 
cardial sac contained 1-1.5 liters. The serous 
membranes likewise showed a few shaggy 
areas where fibrin was demonstrated. This 
was particularly noted in the pericardial 


Sac. 


The heart was enlarged, weighing 440 
gm. and revealed slight right ventricular 
hypertrophy. The right ventricular myo- 
cardium averaged 7 mm. in thickness. The 
valves on the right side of the heart were 
not remarkable, while the mitral valve re- 
vealed slight thickening at the base of the 
valve. No definite “pocket lesions” were 
noted and there was no definite lesion sug- 
gestive of Libman-Sacks disease. The myo- 
cardium was slightly pale and flabby in 
consistency. 


The lungs were enlarged, showed mod- 
erate atelectasis, and on cut surface were 
beefy red with little air. They also dis- 
played a fine reddish-gray nodularity. 


The spleen was enlarged with prominent 
follicles and the red pulp was congested. 


The liver was likewise enlarged, light tan 
to yellow in color, and generally homo- 
geneous. 


The pancreas was not remarkable. 


The intestines revealed focal areas of hy- 
peremia, but no ulcerations, lymphoid hy- 
perplasia, or other manifestations were 
noted. 


The adrenals weighed 14 gm. and the 
cortices were a light tan in color. 





The kidneys were enlarged, the right 
weighing 175 gm. and the left 215 gm. The 
capsule stripped with ease to reveal a finely 
granular external surface. On cut surface, 
there was generally poor corticomedullary 
demarcation and scattered abscesses were 
noted throughout the cortical tissue. 


There was no lymphadenopathy noted. 
Permission for examination of the head was 
not granted. 


Microscopic examinations revealed lesions 
characteristic of lupus erythematosus dis- 
seminata. In the heart there was the previ- 
ously noted fibrinous pericarditis with focal 
areas of fibrinoid change noted in the col- 
lagen of the pericardium. Likewise, in the 
myocardium there were focal areas of peri- 
vascular fibrinoid necrosis. No Aschoff 
bodies were encountered. There was slight 
hypertrophy of the fibers of the right ven- 
tricle. 


The lungs revealed a rather extensive 
pneumonic process. This varied from areas 
of acute inflammation to areas of organiza- 
tion. 


The spleen revealed moderately prominent 
white pulp but no definite onion skin hy- 
perplasia of the penicilliary arteries was 
encountered. 

The liver displayed a moderate degree of 
fatty infiltration. There was no distortion of 
lobular architecture, however. 

The adrenals showed slight lipid deple- 
tion and the arterioles in the periadrenal 
fat exhibited suggestive fibrinoid change. 


The kidneys revealed frequent changes in 


the glomeruli. Occasionally so-called wire 
loops were encountered. In other glomeruli, 
there was proliferation of both endothelial 
and epithelial cells as well as focal necrotiz- 
ing glomerulitis. The latter was associated 
with a polymorphonuclear leukocytic infil- 
tration. Apart from the changes in the 
glomeruli there was hyaline droplet degen- 
eration of the convoluted tubules and in one 
section, abscesses were encountered. 


A section of a lymph node revealed pres- 
ervation of architecture. However, scattered 
“hematoxylin bodies” were noted and there 
were numerous plasma cells in the lymphoid 
tissue. No bone marrow was available for 
microscopic study. 


Final Pathologic Diagnoses 


Lupus erythematosus disseminata 

Anasarca 

Pericarditis, fibrinous, non-adhesive 

Atelectasis of lungs 

Acute bronchopneumonia with organiza- 
tion 

Cardiac enlargement, right ventricular 
hypertrophy 

Abscesses of kidneys, multiple 

Fatty metamorphosis of liver 


This patient, we believe, exhibited the 
usual findings in lupus erythematosus dis- 
seminata. It should be brought out that it 
is a misnomer to call this one of the so- 
called collagen diseases. A more rightful 
term would be connective tissue diseases, 
since other components than collagen are in- 
volved in this process. Notably one finds 
changes in ground substance as well as in a 
few instances changes in smooth muscle 
fibers. 








AMA Offers Aid in Battling the 1040 Form 


Don’t let those income tax forms get you down! Now’s the time to write to the 
A.M.A. Law Department for its new booklet — “The Federal Income Tax Guide for 
Physicians”’—for answers to some of your most perplexing tax problems. This time- 
ly new booklet has been compiled from court decisions as well as rulings, regulations 
and publications of the Internal Revenue Service. It has been designed to give phy- 
sicians a better understanding of their rights and obligations under federal income tax 
laws. The Law Department staff has only one word of advice: Do not consider this 
booklet as a substitute for the services of a personal tax advisor! A preview of the 
type material offered in the booklet appears in the Medical News Section of this issue. 
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DIVERTICULA of the PERICARDIUM 


GERALD WM. McCULLOUGH, M.D. 


Fifty-two cases of diverticulum of the 
vericardium have been reported since Hart’s 
riginal report of one found at autopsy in 
1837.4 Hart described the free communica- 
tion between a sac containing “fluid” and 
the pericardium. An excellent review of the 
literature was presented by Loehr® in 1952, 
and since then four other cases have been 
reported.!:2}7** Two additional cases are re- 
ported in this paper. One is unusual in that 
the patient had a diverticulum and a sep- 
arate pericardial cyst. 


Diverticula of the pericardium are thought 
to be of two general types: (1) those of 
true congenital etiology and (2) those sec- 
ondary to pleuritis, pleuropericarditis, or 
chronic exudiative pericarditis. The con- 
genital diverticula are thought to originate 
because lacunae which normally form the 
premitive pericardial coelom fail to unite?® 
or because the ventral pariental recess per- 
sists in the developing embryo.° 


The latter theory explains the close re- 
lationship of diverticula to pericardial cysts. 
The premitive pericardial coelom terminates 
in four parietal recesses. The dorsal two 
form pleuralparietal canals in the embryo; 
the ventral two form the pericardial coelo- 
mic cavities. The ventral parietal recess 
may be pinched off and left cephalad as the 
septum transversum moves caudally. It 
thereby may form a cyst high in the me- 
diastinum, or it may persist and form a di- 
verticulum. 


As 22 of the 52 cases were reported from 
autopsy findings before 1903, the data avail- 
able are not sufficient to classify them ade- 
quately. Apparently no cases were reported 
between 1903 and 1921. However, since 
1921, 30 cases have been reported. Ten of 
them were true congenital diverticula. Five 
others were considered to be true congenital 
diverticula, but the patients were found to 
have pulmonary tuberculosis also; and in 
one there was an associated syphilitic aor- 
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titis. Nine cases were diagnosed by roent- 
genologic studies alone. The other five cases 
were considered secondary to (1) peri- 
carditis, (2) pericardial effusion with di- 
lated heart of uncertain etiology, (3) rheu- 
matic carditis with inflammatory diverti- 
culum, (4 and 5) old rheumatic carditis with 
mitral stenosis. 


Diagnosis 

The symptoms of diverticulum of the per- 
icardium are generally vague or not present 
at all. Roentgenologic evidence is usually 
found accidentally on rovtine survey chest 
films. The more common symptoms are 
substernal pressure and a feeling of fullness 
with slight dyspnea. Occasionally there will 
be coughing, dull thoracic pain or tachy- 
cardia. Roentgenologic studies can permit 
a probable diagnosis if one can demonstrate 
a mass associated with and inseparable from 
the cardiac silhouette. 


The shadow is usually a_ well-defined, 
smooth oval one which may change in shape 
and size during different phases of respira- 
tion and different positions of the patient. 
The density of the mass is usually the same 
as that of the heart. When the diverticulum 
is partially emptied, however, some portion 
of the shadow may be less dense and give 
the impression of a flaccid sac containing 
fluid. It may be noted occasionally that the 
diverticulum pulsates synchronously with 
the cardiac excursions. Air injections into 
the pericardial sac and thoracic cavity have 
been helpful in diagnosis. 


The same symptoms and similar roent- 
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genologic findings are sometimes seen in 
patients with benign and malignant tumors 
of the mediastinum. Inflammatory peri- 
cardial diverticula may possess special fea- 
tures that help to differentiate them from 
the true congenital diverticula. They may 
have some calcification of the cyst’s border, 
and they tend to become large. The encap- 
sulated fluid is usually thick and serosan- 
guinous and usually casts a denser shadow 
than that of the true congenital diverticu- 
lum. The differential diagnosis by roent- 
genologic examination is difficult. Similar 
findings are produced by benign or malig- 
nant tumors, such as a dermoid cyst, bron- 
chial cyst, enterogenous cyst, pericardial 
coelmic cyst, cystic lymphangioma, thymic 
cyst or thymona. Primary tumors of the 
pericardium are extremely rare. 


The malignant tumors, whether they are 
primary or metastatic, are usually multi- 
centric in growth and lead to effusion early. 
A rapid change in size and shape may be 
seen in a few weeks, and metastasis may be 
demonstrated by roentgenogram. Other pos- 
sibilities that must be considered in the dif- 
ferential diagnosis are parasitic cysts, 
aneurysms of the aorta and of the sinuses 
of valsalva, cardiac hypertrophy, anterior 
medistinal pleuritic, pericardial fat pads or 
diaphragmatic hernias. In the 52 cases re- 
ported, 27 (52 percent) were in the right 
cardiophrenic angle. Seven (13 percent) 
were reported as in the left cardiophrenic 
angle, 4 (8 percent) were reported as up- 
per anterior, 2 (4 percent) as anterior, and 
1 (2 percent) as posterior inferior. The po- 
sition or location was not mentioned for 11 
(21 percent). In the two cases added by this 
report, one diverticulum was on the right 
and the other on the upper anterior right. 
Of the patients reported since 1921, 14 were 
women, 12 were men and in four the sex 
was not given. Ages varied from 21 to 63 
years among the women and from 20 to 49 
years among the men. The mean age of the 
women was 47, of the men 31. 


Report of Cases 
The first case’ reported in this paper is 
unusual in that the patient had a congenital 
diverticulum to the right and in addition 
had a pericardial cyst on the same side. The 
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two were in no way connected and there was 
no apparent stalk of the pericardial cyst to 
the pericardium, although it was intimately 
attached. There was no evidence of an in- 
flammatory process. 


Case 1. A 58 year old white woman had 
been advised of a suspected lesion in her 
chest after a routine mobile roentgeno- 
graphic examination when she was 53. The 
patient had a large film taken by her phy- 
sician, who advised observing a small right 
cardiophrenic mass since she was then 
asymptomatic. She continued to be asympto- 
matic until 10 months before our examina- 
tion, when she developed a “viral infection 
of the trachea” which persisted for several 
weeks. Three months before we saw her, 
there was evidence of slight enlargement of 
the mass and she had gradually developed 
shortness of breath and a sense of fullness 
in the lower part of her chest. Her history 
revealed symptoms of disease of the gall- 
bladder of several years’ duration. The 
physical examination revealed B.P. 130/80, 
pulse 72, respirations 16. She was well de- 
veloped and well nourished. Nothing ab- 
normal was found on examination of the 
head, neck, eyes, ears, nose, and throat. The 
thorax was symmetrical with a slight de- 
pression of the sternum; the lungs were 
clear to auscultation and percussion. There 
were no murmurs and no enlargement of 
the heart. The abdomen, extremeties, back, 
skin and nervous system were all essentially 
normal on examination. 


Laboratory data revealed a normal UA 
and CBC, a negative VDRL and an NPN of 
26.9 mg/100 ml. An ECG was reported as 
being suggestive but not diagnostic of an 
old, anterior, septal ischemia. A roentgeno- 
logic examination of the chest, including 
PA, right lateral, left anterior oblique, flu- 
oroscopy and esophagoscopy, revealed “a 
sharply defined soft tissue mass present in 
the right anterior thorax adjacent to the 
cardiac shadow, and now separable from it.” 
The mass was lobulated and measured 9 x 5 
cm. It was poorly demarcated in the su- 
perior portion. In the anterior-posterior and 
right lateral positions, the mass was sharply 
demarcated. A few faint pulsations were 
seen along the right lateral border. They 
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vere thought to be transmitted rather than 
nherent. No calcifications were identified 
vithin it, and it was homogenous without 
suggestion of areas of increased translu- 
rency. The lungs were clear, and the heart 
vas of normal size. No abnormality of the 
‘ssophagus and esopkagela hiatal hernia was 
een. 


On November 1, 1955, an exploratory 
horacotomy was done. With the patient 
inder endotracheal nitrous oxide with Pen- 
hothal and curare, a right persicapular 
skin incision with removal of the sixth rib 
was made. Exploration revealed a large 
vericardial diverticulum 8 x 5 x 4 cm. It 
had a free 2 cm. communication with the 
pericardial sac at about the level of the 
right auricle. The pericardial diverticulum 
was denseiy adherent to the lateral parietal 
pericardium and to the posterior pariental 
pleura. The pulsations of the mass were 
synchronous with those of the heart, and 
diverticulum could be collapsed by compres- 
sion. There was also a small, separate peri- 
cardial cyst 1.5 x 1 x 1 em, inferior to the 
diverticulum. The cyst was not compres- 
sible. The lung appeared essentially normal 
on the right, and no other mediastinal mass- 
es were noted. The diverticulum was freed 
from its pericardial attachments to its 
communication with the normal pericardial 
cavity. The pericardial cavity was then 
opened at the base of the neck of the di- 
verticulum and the diverticulum was re- 
moved. The cyst was then dissected free and 
removed. Routine closure of the chest was 
done, and for drainage a +28 French cath- 
eter was brought out through a stab wound 
in the eighth interspace in the posterior aux- 
illary line. Postoperatively, the patient did 
well and was ambulatory the following day. 
The tube was removed from the chest cav- 
ity on the second day after operation, and 
the right lung was completely expanded. 


Microscopic examination’ of the smaller 
specimen showed sections of a thin, walled 
cyst. The inner surface of the cyst consisted 
of a layer of compressed, poorly cellular 
fibrous tissue covered on its margin by a 
thin layer of normal mesothelial cells with 
an occasional deep focal collection of lym- 
phocytes. The outer margin was composed 
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of fat. The larger specimen showed a “sac- 
cular structure of fibrous and areolar tissue 
measuring 9 cm. in length. The neck of the 
sac, measuring 2.5 cm. in diameter, revealed 
a wrinkled but smooth and gray glistening 
tissue resembling pericardium.” The final 
impression was a benign pericardial cyst 
and a pericardial diverticulum. 


Case 2. G. W., a AT year old white wom- 
an reported that pain in her left shoulder 
and weakness in her left arm had begun two 
months before her admission to the hos- 
pital. A mass in the right anterior chest 
of the patient was found on survey chest 
films. The patient’s history revealed that 
she had had a cyst removed from the cervix 
in 1945 and a cyst removed from the left 
breast in 1948 and again in 1950. She was 
admitted to the hospital March 3, 1951, 
when her temperature was 98.6, pulse 72, 
and regular, B.P. 120/84, and respirations 
20 and regular. The patient, a mesomorphic 
white female was in no apparent distress. 
Her head, neck and E. E. N. T. were essen- 
tially normal on examination. Her chest 
was symmetrical and clear to auscultation 
and percussion and her abdomen, extremi- 
ties, back skin and nervous system were es- 
sentially normal. UA and CBC were normal, 
Kahn-negative, Prothrombin time 16 sec- 
onds and control 14 seconds. Chest film re- 
vealed “a mass in the right antero-cardio 
phrenic angle 7 cm. in diameter, possible 
hernia or pericardial cyst.” 


On March 6, 1951, thoracotomy was done 
through a standard incision at the seventh 
intercostal space. Exploration of the pleural 
cavity revealed an anterior mediastinal cyst, 
which was dissected free from the pericar- 
dium. It was filled with a clear fluid. At 
the apex of the cyst, a communication by a 
direct extension was found to the pericardial 
cavity. No other abnormality was found, 
and no defect was left in the pericardium. 
A +30 pezzer’s catheter was brought out 
through the eighth interspace. A _ routine 
closure was done. The gross specimen was 
a smooth gray thin walled watery “cyst”. 
Microscopic examination’ revealed strips of 
poorly-cellular, fivrous fibrous tissue, cov- 
ered along one margin by a layer of meso- 
thelial cells. 





Postoperatively, the patient did very well 
except for an episode of paroxysmal tachy- 
cardia. The catheter was removed on the 
third day after operation. The patient has 
done very well since her operation and has 
remained symptom free. 


Summary 

A survey of the literature of pericardial 
diverticula revealed 52 cases, not including 
the two cases reported here. Brief review 
is given of etiology, symptoms, diagnosis, 
roentgenologic aspects, including differential 
diagnosis, location, and age and sex distri- 
bution. Two cases of true pericardial di- 
verticulum are reported. Both of them were 
in feraales and both were on the right side. 
One case was unusual and unique in that 
both a diverticulum and a pericardial cyst 
were present. Both patients were operated 
on with good results. The prognosis of a 


patient with a diverticulum is very good 
whether it is removed or not. However, di- 
verticula are difficult to differentiate from 
tumors which carry with them a poor prog- 
nosis and usually an exploration is indicated. 
(a) Courtesy of A. H. Bell, M.D. 

(b) W. Floyd Keller, M.D.,* Pathologist 

(ec) Courtesy of Edwin Fair, M.D. 

(d) Hugh A. Stout, M.D., Pathologist 
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Nilevar’ 


Increased nitrogen loss, with resulting nega- 
tive nitrogen balance, occurs in infection, 
trauma, major surgery, extensive burns, cer- 
tain endocrine disorders and starvation and 
emaciation syndromes. The intrinsic control 
of protein metabolism is lost and a protein 
“catabolic state” occurs. A patient requiring 
more than ten days of bedrest usually has had 
sufficient metabolic insult! to precipitate such 
a “catabolic” phase. 

Nilevar (brand of norethandrolone) has 
been used in patients with varied conditions 
including hyperthyroidism, poliomyelitis, 
aplastic anemia, glomerulonephritis, anorexia 
nervosa and postoperative protein depletion. 
The patients gained weight and felt better. 


REVERSED 


- 


| stimulates protein synthesis, 
corrects negative nitrogen balance 


It was concluded? that “the drug certainly 
caused a reversal of rather recalcitrant or 
progressive catabolic patterns of disease.” 

Nilevar is unique among anabolic steroids 
in that androgenic side action is minimal or 
absent. 

The suggested adult dosage is three to five 
tablets (30 to 50 mg.) daily. For children 1.5 
mg. per kilogram of weight is recommended. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Axelrod, A. E.; Beaton, J. R.; Cannon, P. R., and others: 
Symposium on Protein Metabolism, New York, The National 
Vitamin Foundation, Incorporated, (March) 1954, p. 100 

2. Proceedings of a Conference on the Clinical Use of Ana- 
bolic Agents, Chicago, Illinois, G. D. Searle & Co., April 9, 
1956, pp. 32-35. 
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PRESIDENT’S LETTER 





At the recent mid-winter meeting of the A.M.A. in Philadelphia, a resolution was 
being debated on the floor of the House of Delegates. During the course of the de- 
bate, this statement was made, “the American public looks to the A.M.A. for authori- 
tive answers in regard to any medical subject or health measures.” 


I would like to thoroughly endorse such an idea. With that as a text, | would then 
like to re-emphasize the importance of the A.M.A. to every practicing physician in 
the State of Oklahoma. As you very well know, it is the parent medical organization 
from which all other medical organizations derive their claims to existence. As a par- 
ent and as a national organization with over 140,000 members, it stands in an ideal 
position to speak for all of the medical profession. By that statement, it follows that 
it behooves each and every doctor to hold his primary allegiance to the parent organi- 
zation. Thereby the whole working for each and every part, and every part supporting 
the whole. 


In recent years, there has been developing an idea and a philosophy to the effect 
“that anything old and thoroughly tried and proven” is out-dated; is something to be 
discarded. This rejection is made under the pretense of progress, or is explained to be 
a manifestation of modern culture. It may also be exemplified in the studied depre- 
ciation of great historical personages, or the radical changes in educational principles, 
or the sneering attitude towards capital and free enterprise, and lastly by the de-em- 
phasis of fundamental moral and religious teachings. Such ideas have envolved the 
medical profession, with the creation of various Colleges, Boards, Academies and Spe- 
cial Societies. All of these organizations start out with excellent purposes and objec- 
tives, but sooner or later they lose their sense of proportion. They become so important 
and over emphasized that the parent organization from which they sprang is depreciat- 
ed, or in some instances completely ignored. 












I feel that during these days of social changes, with the public more and more crit- 
ical of the medical profession, that it behooves each and every one of our profession to 
“Return to the Rock from Whence you came”—to support and participate in the Coun- 
ty, District, State and National bodies of organized medicine in such a manner that they 
will be our spokesman and we will present a unified front to the public. 


Dheeke t= 0 


President 
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Pension and Profit-Sharing Trusts 
For Physicians Outlined by A.M.A. 


Acording to a new booklet released by the 
American Medical Association, it may now 
be possible for physicians to benefit from 
pension and profit-sharing trusts by incor- 
poration or by operating as unincorporated 
associations. The information also covers 
a myriad of tax questions applicable to the 
medical profession. Entitled “Federal In- 
come Tax Guide for Physicians,” the com- 
plete guide will be published soon in the 
Journal of the A.M.A. 


C. Joseph Stetler, Director of the A.M.A.’s 
Law Department points out, however, that 
the booklet is not an adequate substitute for 
the services of a personal tax advisor. “If 
it is helpful in giving physicians a better 
understanding of their rights and obliga- 
tions under the Federal income tax law, it 
will have achieved its purpose,” he ex- 
plained. 


As a preview to the booklet, the follow- 
ing information is abstracted regarding the 
A.M.A. concept on pension and profit-shar- 
ing trusts: 


Pension and Profit-Sharing Trusts 


“Section 401 (a) of the 1954 Internal 
Revenue Code provides for the qualification 
of pension and profit-sharing retirement 
trusts established by employers for the ex- 
clusive benefit of their employees. Em- 
polyers’ contributions to such trusts are im- 
mediately deductible as employees’ compen- 
sation. However, employees’ income taxes 
on contributions made on their behalf are 
postponed until the benefits are received. 
Furthermore, generous rules apply in com- 
puting the tax. 


“Tax Advantages.—Pension and profit- 
sharing retirement plans and trusts have 
provided a substantial tax advantage to 
employees, particularly executives, which is 
unavailable to self-employed persons. For 
example, even where profits are available 
to pay executives salary increases and bo- 
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nuses, personal income taxes may abosorb 
most of the added compensation. However, 
under a tax-exempt profit-sharing trust the 
employer’s contribution in deductible from 
his income. As funds accumulate in the trust 
they may be invested and the income earned 
is exempt from income tax. The employee is 
not taxed until his share in the trust is paid 
out, and then generally it is taxed at lower 
long-term capital gain rates. Contributions 
up to an average of 15 per cent of the pay- 
roll may be taken by the employer as an in- 
come tax deduction. Consequently, a sub- 
stantial portion of the employer’s contribu- 
tions to a profit-sharing trust in salvaged 
from money that otherwise would be paid 
in taxes. 


“The Physician's Dilemna. — Physicians 
practicing independently or as members of 
a partnership may establish a pension plan 
or trust (more or less fixed obligations as 
to contributions) or a profit-sharing trust 
(contributions only to the extent profits 
permit) for their employees (assistants, 
nurses, technicians, and secretaries). But 
as employers they are themselves ineligible 
to participate in these arrangements. 


Sole propriteors and members of partner- 
ships in non-professional occupations can 
readily change their individual status by 
incorporation and becoming employees of 
the corporation. Even though they may be 
controlling stockholders or corporate offi- 
cers they may participate in qualified pen- 
sion plans and profit-sharing trusts along 
with other employees. In the few states 
where physicians may legally form a cor- 
poration for the practice of medicine this 
option is also available to physicians, but 
state laws generally bar physicians from 
the corporate practice of medicine even 
where ownership of corporate stock and 
management is held exclusively by phy- 
sicians. 


“Unincorporated Associations.—In order 
to acquire status as ‘employees’ some phy- 
sicians, who previously practiced in medical 
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partnerships have organized themselves into 
‘unincorporated associations.’ As such they 
are taxed as corporations (and also indi- 
vidually on compensation received from the 
association) if the actual characteristics of 
the organization which they have created 
substantially conforms to that of a corpora- 
tion. The term ‘corporation’ for income tax 
purposes includes the unincorporated associ- 
ation and it is immaterial whether under 
state law the members are free from per- 
sonal liability for the debts of the associa- 
tion as corporate stockholders are generally 
held to be, or whether members are per- 
sonally liable for association obligations as 
partners. 


“The Kintner Case-——The use of the un- 
incorporated association as a legal device 
for conferring the employee status neces- 
sary for participation in a Section 401 (a) 
pension plan was pioneered by Dr. Arthur 
Kintner through the United States Circuit 
Court of Appeals (U.S. v. Kintner et ux., 
216 Fed. (2d) 418.) 


“For many years a group of physicians, 
including Dr. Kintner, practiced medicine 
as partners in Montana. They dissolved 
their partnership in 1948 and executed ar- 
ticles of association with the intention of 
establishing an unincorporated association, 
taxable as a corporation, for the practice of 
medicine. The seven physicians in the group 
became members of the association. They 
were employed on a salary basis; Social Se- 
curity taxes were deducted and paid, and 
they received no fees. Their office hours 
and vacations were determined by the asso- 
ciation which controlled their time, and they 
could be discharged by the association. Man- 
agement was centralized in a board of man- 
agers which was constituted similarly to a 
corporation’s board of directors. The prac- 
tice of medicine by the association was un- 
affected by any turnover in the physicians 
whom it employed. 


““A pension plan was established for em- 
ployees of the association which gave the 
physicians credit for their prior service as 
partners. The association’s contribution to 
the pension plan for Dr. Kintner’s account 
for 1948 was $967. The Commissioner of 
Internal Revenue attempted to tax this 
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amount to him personally as income. In 
October, 1954 the United States Court of 
Appeals for the Ninth Circuit held that the 
association was taxable as a corporation and 
that its pension trust was qualified as an 
exempt employees’ pension trust even though 
Dr. Kintner and the other physicians were 
included as participants. Consequently the 
pension contributions were a deductible ex- 
pense to the association although they were 
not income to the beneficiaries until dis- 
tributed. The Court further held that the 
physicians were entitled to credit as a period 
of employment for their service as members 
of the prior partnership. 


“Although the Commissioner did not ap- 
peal the case to the United States Supreme 
Court, the Internal Revenue Service never- 
theless took the position (Rev. Rul. 56-23) 
that it would not accept the Kintner case 
as a precedent in the disposition of other 
cases involving similar fact situations. How- 
ever, on October 10, 1957 the Internal Reve- 
nue Service reversed its position (T. I. R. 
-61) to the extent that it agreed to apply 
the usual tests ‘in determining whether a 
particular organization of doctors or other 
professional groups has more of the cri- 
teria of a corporation than a partnership.’ 
At the same time, the Internal Revenue 
Service was silent as to that part of the 
Kintner decision which granted physician 
employees of the association employment 
credit for their prior service as partners. 


“Advantages and Disadvantages. — For 
purposes of income tax, an association or- 
ganized and operated along the lines of a 
corporation is treated as a corporation. Such 
associations inherit both the advantages and 
disadvantages of the corporate form of do- 
ing business. Pension conscious physicians 
engaged in group practice are provided with 
a mechanism whereby medical fees can be 
used on a tax deferred basis to provide gen- 
erous retirement and death benefits. Fur- 
thermore, after paying income taxes at the 
30 per cent corporate rate instead of the 
frequently higher personal rates, physicians 
can accumulate funds for the purchase of 
equipment or other property or the estab- 
lishment of cash reserves. 


“Another advantage, which applies only 
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o those who like to increase their charitable 
‘ontributions beyond the limitation which 
ipplies to individuals, is that corporations 
ire allowed to deduct charitable contribu- 
tions not in excess of the five per cent of 
taxable income. Contributions in excess of 
the five per cent limitation may, subject to 
‘ertain limitations, be carried over to each 
if the two succeeding taxable years. For 
xample, if the corporation had an excess 
of charitable contributions in 1957, it could 
carry over this excess first to 1958 and if 
not entirely used in that year, then to 1959. 
Any excess after 1959 would be lost. 


“Salaries paid by a corporation are al- 
lowable as a deduction only to the extent 
that they are ‘reasonable’ in amount. Since 
income is derived from personal services, 
ordinarily this should not pose a difficult 
obstacle even if the bulk of the income is 
paid out in salaries. Nevertheless a com- 
petent tax advisor should be employed to 
guide any association taxable as a corpora- 
tion in its salary determinations. Distri- 
butions from profits which are not paid as 
compensation are subject to double taxation; 
to the association as profits and to the re- 
cipient as corporate dividend. 


“A corporation is permitted to accumu- 
late a portion of its earned surplus to be 
used for possible expansion or business 
reasons. If a corporation allows surplus to 
accumulate beyond the reasonable need of 
its business it may be subject to an addi- 
tional penalty tax. Accumulations of $60,- 
000 or less are not considered beyond the 
reasonable need of a corporation but be- 
yond that amount a satisfactory business 
purpose must be shown. 


“An unincorporated association or other 
organization that has the charactristics of 
a corporation does not have the option to 
elect whether it wili be taxed as a corpora- 
tion or considered a partnership for tax 
purposes. If it meets more of the criteria 
of a corporation than a partnership, the or- 
ganization may find itself subject to the 
corporate tax under disadvantageous cir- 
umstances and unprepared for the eventual- 
ity. Large medical clinics should re-examine 
their organization, operations and tax prac- 
tices in the light of this possibility. 
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“Ethics of Association Practice.—At its 
meeting in Philadelphia, the House of Dele- 
gates of the American Medical Association 
on December 5, 1957 clarified its position 
regarding the ethical propriety of group 
practice. A resolution was adopted which 
not only recognizes the propriety of group 
medical practice through unincorporated as- 
sociations but corporate medical practice as 
well, where it is permitted by law and ex- 
ists under the exclusive ownership and man- 
agement of physicians. The resolution reads: 


“Whereas, It has been found by experience that 
physicians practicing as a partnership, associa- 
tion or as members of other lawful group arrange- 
ments can preserve the physician-patient rela- 
tionship, insuring that medical responsibility lies 
in the hands of the patient’s own doctor and not 
in the hands of an unlicensed person or entity; 
and 


“Whereas, The ethical principles of the A.M.A. 
apply to the individual physician whether he prac- 
tices alone or with a group; now therefore be it 


“RESOLVED, That the House of Delegates af- 
firm that it is within the limits of ethical pro- 
priety for physicians to join together as partner- 
ships, associations or other lawful groups provided 
that the ownership and management of the af- 
fairs thereof remains in the hands of licensed 
physicians.” 


Conclusion.—Physicians who are interest- 
ed in the adanvtages of a corporation, but 
who do not consider medical practice through 
an unincorporated association feasible be- 
cause of local or other reasons, may find it 
practical to form a corporation for the own- 
ership of laboratory and x-ray facilities, etc., 
or a medical office building. Such corpora- 
tions may employ non-professional person- 
nel in connection with these facilities and 
sell services to the medical partnership at a 
reasonable profit. Whether the advantages 
of the corporation are sought solely in this 
limited area or on a broader basis as it may 
apply to group medical practice, it must be 
remembered that the legal and tax involve- 
ments or corporatoions and unincorporated 
associations are intricate. They should be 
utilized in group medical practice only if 
the financial advantages are clearly per- 
suasive and will not interfere with tradi- 
tional physician-patient relationships, and 
then only upon the advice of competent le- 
gal and tax counsel. 
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Sears-Roebuck Foundation 
Announces New Project 


A new project in the health field has been 
announced by the Sears-Roebuck Founda- 
tion. In contrast to the old program which 
provided financial aid to physicians, the 
new program offers guidance to small com- 
munities in the planning and construction 
of medical practice units. Under the new 
program, a small community may success- 
fully compete for the services of a physician 
by providing a medical facility equal to 
those found in the cities. 


The original Sears program had the same 
physician-distribution goal as the new one, 
but offered unsecured loans to physicians 
rather than advisory aid to the community. 
A federal ruling against the chairtable 
classification of the Sears funds necessi- 
tated the changeover. 


To receive Sears aid in the planning of a 
medical practice unit, a community must 
first make application to the state medical 
association involved. The application is then 
approved or disapproved by the association 
and forwarded to the Sears-Roebuck Foun- 
dation. If further approved, a representa- 
tive of the Foundation visits the community 
for further investigation. 


The Foundation is prepared to provide 
the following to any community chosen to 
participate in this program: 


1. Assist in conducting an economic sur- 
vey of community to see if the area can 
financially support a doctor. 


2. Consultation and advice on fund rais- 
ing and organizing the community. 


3. Complete blueprints and building 
specifications on the medical center or ad- 
vise on remodeling depending on which is 
most feasible. 


4. These services along with the A.M.A. 
and the Medical Advisory Board of the 
Foundation to aid in obtaining the doctor. 


Arrangements have been made with an 
architect to provide plans and specifications 
for an economical and functional medical 
center which is adaptable to local building 
materials. This plan incorporates every 
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President Invites Russia 
To Pool Medical Efforts 


President Eisenhower wants Russia _ to 
join with the U.S. and other nations in a 
worldwide, cooperative effort to promote 
medical research and the control of diseases. 
In his State of the Union message, the Presi- 
dent issued an open invitation to the Soviet 
to participate in the pooling of research 
skills to learn more about “diseases that are 
the common enemy of all mortals—such as 
cancer and heart disease.” He also asked 
Russia to join in the campaign now under 
way, through World Health Organization, 
“to eradicate from the face of the earth that 
age-old scourge of mankind: malaria.” 


The President said: “If people can get 
together on such projects, is it not possible 
that we could then go on to a full-scale co- 
operative program of Science of Peace?... 
A program of Science for Peace might pro- 
vide a means of funneling into one place the 
results of research from scientists every- 
where and from there making it available 
to all parts of the world.” 

Mr. Eisenhower did not offer any frame- 
work around which to build the new pro- 
gram, presumably leaving the next step to 
Russia. His message did not mention any 
specific health objectives in domestic legis- 
lation, but he said subsequent messages 
would take up subjects not covered. 


necessary modern feature and is further- 
more designed to simplify the actual work 
by an efficient office arrangement. 


The medical centers will be designed to 
provide out-patient service where needed 
and can be easily expanded from a one to 
a two physician unit. The cost of this build- 
ing, fully equipped except for examining 
tables, x-ray, and waiting room chairs, 
ranges from $12,000 to $25,000. The Foun- 
dation will also provide architectural advice 
on remodeling if the buildings are attractive 
and suitable for such. 


Any community that is willing to help 
itself and attempt to raise its own funds 
will receive strong consideration. Applica- 
tion forms may be obtained from the Okla- 
homa State Medical Association Office. 
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Educational Council For Foreign 
Medical Graduates Opens 


After almost three years of planning, the 
‘ducational Council for Foreign Medical 
rraduates opened its doors recently at 1710 
rrington Avenue, Evanston, Illinois. 


The Council will distribute to foreign 
nedical graduates around the world authen- 
ic information regarding the opportunities, 
lifficulties and pit-falls involved in coming 
o the U. S. on an exchange visitor or ex- 
‘hange student visa in order to take training 
as an intern or resident in a U. S. hospital, 
rr coming on an immigrant visa with the 
hope of becoming licensed to practice. 


It will make available to properly qualified 
foreign medical graduates while still in their 
own country a means of obtaining ECFMG 
certification (a) to the effect that their edu- 
cational credentials have been checked and 
found meeting minimal standards (18 years 
of formal education, including at least four 
years in a bona fide medical school), (b) 
that the command of English has been test- 
ed and found adequate for assuming an in- 
ternship in an American hospital, (c) that 
the general knowledge of medicine as evi- 
denced by passing of the American Medical 
Qualification Examination is adequate for 
assuming an internship in an American hos- 
pital. 


It will provide hospitals, state licensing 
boards, and specialty boards which the for- 
eign medical graduate designates, the re- 
sults of the three-way screening available. 


It has also been pointed out that the Coun- 
cil will not serve as a placement agency 
either for interns or residents. Placement 
arrangements must be made by foreign med- 
ical graduate directly with the hospital of 
his choice. 


It will not attempt to evaluate the teach- 
ing program or inspect or approve any for- 
eign medical school. Its program is based 
not upon evaluating the school from which 
the candidate graduated but upon evaluat- 
ing the professional competence of the in- 
dividual. 


It will not act as an intercessor for foreign 
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medical graduates having problems under 
discussion by state boards of medical licen- 
sure or specialty boards. If the foreign med- 
ical graduate asks that the results of his 
three-way screening be sent to a designated 
board this will be done, but the ECF MG has 
no right and no desire to review the de- 
cisions of the properly constituted state li- 
censing boards and American specialty 
boards. 


Sponsors of the new agency are the Amer- 
ican Hospital Association, the American 
Medical Association, the Association of 
American Medical Colleges and the Federa- 
tion of State Medical Boards of the United 
States. Providing funds to support it 
through the first two years of its existence 
are the sponsoring agencies and the Kellog 
Foundation, and the Rockefeller Foundation. 


The ECFMG has been legally incorporat- 
ed in the State of Illinois and is operating 
in the first year of its provisional approval 
as a tax exempt organization under Section 
501 (c) (3) of the Jnternal Revenue Code 
of 1954. The ten-member Board of Trustees 
includes two representatives from each of 
the four sponsoring agencies and two rep- 
resenting the public at large (one named by 
the Department of Defense, the other by the 
Department of Health, Education and Wel- 
fare). The President of the Board of Trus- 
tees is Doctor J. Murray Kinsman, Dean of 
the University of Louisville School of Med- 
icine. The Executive Director is Doctor Dean 
F. Smiley, former secretary of the Associa- 
tion of American Medical Colleges. 


The ECFMG’s Examination Committee 
will select the items for two examinations a 
year from the National Board of Medical 
Examiner’s pool of questions. The National 
Board of Medical Examiners will use as 
many of its 50 presently constituted U.S. 
examination centers as will be required and 
will establish examination centers abroad in 
numbers as found required to meet the need. 

The National Board of Medical Examiners 
will proctor the examination, score and an- 
alyze the results, and turn them over to the 
ECFMG’s Examination Committee for final 
evaluation and action. 


Foreign medical graduates already in this 

















country will be billed for $50 covering the 


cost of three-way screening. This will in- « 


clude $15 for. the evaluation of credentials 
and $35 for the American Medical Qualifi- 
cations Examination. 


Foreign medical graduates abroad will be 
billed the $50 only if and when they pass 
the screening, receive a position in an Amer- 
ican hospital or are otherwise earning Amer- 
ican dollars. 


American hospitals receiving screened 
candidates will be billed $75 for each such 
candidate accepted. 


The translation, interpretations and eval- 
uation of credentials has already begun by 
the Council and the first American Medical 
Qualifications Examination for foreign med- 
ical graduates already in this country is set 
for February or March, 1958. The target 
for the second American Medical Qualifica- 
tion Examination for foreign medical grad- 
uates both here and abroad is set for August 
or September, 1958. 


New Appointments Made To 
National Advisory Committee 
To Selective Service 


President Eisenhower has appointed five 
new members of the National Advisory Com- 
mittee to Selective Service on the Selection 
of Physicians, Dentists and Allied Special- 
ists to replace members who have resigned. 


In addition to Elmer Hess, M.D., Chair- 
man, of Erie, Pennsylvania and Harold W. 
Oppice, D.D.S., of Chicago, Illinois, the fol- 
lowing were appointed: Mary Louise Gloech- 
ner, M.D., Conshocken, Pennsylvania; Fran- 
ces Graff, R.N., Grand Rapids, Michigan; 
William B. Walsh, M.D., Washington, D.C.; 
George Otis Whitecotton, M.D., Oakland, 
California, and Franklin Yoder, M.D., Chey- 
enne, Wyoming. 


This same membership has been an- 
nounced by Gordon Gray, Director of De- 
fense Mobilization, as the Health Resources 
Advisory Committee to the Office of Defense 
Mobilization, Executive Office of the Presi- 
dent. 
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Pediatric Surgery, Radiology, 
Pathology Symposium To Be 
Held March 14-15 


The Fourth Annual Combined Sympos- 
ium, sponsored by Oklahoma Association of 
Pathologists, Oklahoma Association of Ra- 
diologists, and Oklahoma Chapter, Ameri- 
can College of Surgeons will be held March 
14-15 in the Auditorium of the Medical Cen- 
ter. 


Guest speakers for the symposium are: 
Donald B. Effler, M.D., Chief, Thoracic 
Surgery Section, Cleveland Clinic, Cleve- 
land, Ohio; Rogert E. Gross, M.D., Surgeon- 
in-Chief, The Children’s Hospital, Boston, 
Massachusetts; John W. Hope, M.D., Di- 
rector, Department of Radiology, The Chil- 
dren’s Hospital, Philadelphia, Pennsylvania; 
Benjamin H. Landing, M.D., Director, De- 
partment of Pathology, The Children’s Hos- 
pital, Cincinnati, Ohio; Theodore C. Panos, 
M.D., Professor of Pediatrics, University of 
Arkansas, Medical Center, Little Rock, 
Arkansas; Edgar J. Poth, M.D., Professor 
of Surgery, University of Texas, Medical 
Branch, Galveston, Texas; William L. Ri- 
ker, M.D., Associate Professor of Surgery, 
Children’s Memorial Hospital, Chicago, Illi- 
nois; Robert M. Smith, M.D., Assistant 
Clinical Professor of Anesthesia, Harvard 
University Medical School, Boston, Massa- 
chusetts and Ovar Swenson, M.D., Surgeon- 
in Chief, The Boston Floating Hospital For 
Infants and Children, Boston, Massachus- 
etts. 


The symposium opens with registration 
at 8:00 a.m. on Friday, March 14 and the 
program continues until 4:30 p.m. A din- 
ner-dance will be held at 7:00 p.m. on Fri- 
day evening in the Venetian Room, Skirvin 
Tower Hotel. The meeting on Saturday will 
open at 8:30 a.m. and continues until 4:30 
p.m. 


PHS Reports on Poliomyelitis 

A Public Health Service round-up on po- 
liomyelitis statistics for 1957 shows 5,894 
cases (all types) compared with 15,400 in 
1956 and 29,270 in 1955. 
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VA Hospital To Host 
Internal Medicine Conference 


The Oklahoma City VA Hospital will be 
host to a VA Internal Medicine Conference 
for an eight-state area on February 17-18, 
1958. 


All physicians are welcome to attend the 
scientific sessions which will be held in the 
Auditorium of the VA Hospital. All day 
February 17 and the afternoon of February 
18 will be devoted to presentation of papers 
and panel discussions. The morning of Feb- 
ruary 18 will feature case presentations and 
ward rounds. Participants in the Confer- 
ence and their topics include: Wesley Spink, 
M.D., Professor of Medicine, University of 
Minnesota, “The Use of Adrenocortical 
Steroids in Infectious Diseases;” Franz J. 
Ingelfinger, Chief, Gastroenterology Sec- 
tion, Massachusetts Memorial Hospital, Bos- 
ton, Massachusetts, “Esophageal Function ;” 
William A. Knight, M.D., Associate Profes- 
sor of Medicine, St. Louis University, “A 
Pancreatic Profile: Its Value in the De- 
termination of Pancreatic Function and Dis- 
ease ;” and Joseph H. Holmes, Professor and 
Head, Laboratory Medicine and Clinical Pa- 
thology, University of Colorado Medical 
Center, “Treatment of Renal Failure.” 


Also participating will be Richard J. Bing, 
Chief, Medical Service, St. Louis VA Hos- 
pital, “Factors Affecting Coronary Blood 
Flow ;” Benjamin D. Friedman, M.D., Chief, 
Medical Service, Dallas VA Hospital, ““Fen- 
estration of the Semilunar Cusps and ‘Func- 
tional’ Aortic and Pulmonic Valva Insuf- 
ficiency ;’’ H. D. Bennett, M.D., Chief Med- 
ical Service, Houston VA Hospital, “Disap- 
pearing Esophageal Varices;” Charles An- 
drews, M.D., Chief, Medical Service, Kansas 
City VA Hospital, “Airway Resistance 
Studies in Normal Subjects;” and Harold 
Hipp, M.D., Chief, Medical Service, Little 
Rock VA Hospital, “Initial Myocardial In- 
farction Among 503 Veterans: A Study of 
Immediate and Five Year Mortality.” 


A complete copy of the program may be 
obtained by writing to Director, Profession- 
al Services, VA Hospital, Oklahoma City, 
Oklahoma. There will be no registration 
fee. 
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American Medical Association Drafts 
New Law To Cut Poison Deaths 


After a 15 months’ study, the Committee 
on Toxicology of the American Medical As- 
sociation announced January 29 it has form- 
ulated a broad and encompassing model law 
for the precautionary labeling of hazardous 
substances in commercial, household, and 
industrial chemical products. 


Speaking before the Section on Food, 
Drug & Cosmetic Law of the New York Bar 
Association today, Bernard E. Conley, Ph.D., 
Chicago, secretary of the A.M.A. committee, 
said the proposed legislation is intended as 
a model for uniform laws to require declara- 
tion of hazardous ingredients and warning 
statements on the label and in the accom- 
panying literature of chemical products used 
in the home and elsewhere. 


“The proposed model law,” Conley said, 
“was drafted after an exhaustive review of 
existing statutes revealed a hodge-podge of 
local regulations for the labeling of chem- 
icals.” 


The law is directed against those hazard- 
ous substances defined as toxic, irritating, 
sensitizing, corrosive, flammable, explosive, 
or radioactive under customary or reason- 
ably and anticipated conditions of handling 
and use. 


The law, as drafted by the A.M.A. com- 
mittee headed by Torald Sollman, M.D., 
Cleveland, Ohio, would: 

1. Require the labeling of all chemical 
products containing hazardous substances 
which are not now regulated. 


2. Require the same labeling standards 
to apply to chemicals for export as those 
for domestic consumption, thereby obviat- 
ing the common complaint that less-than- 
standard products are sold to foreign cus- 
tomers. 


3. Prohibit re-use of food and drug con- 
tainers bearing their original labels. 


4. Require identification and warnings 
for strongly sensitizing chemicals which 
cause allergic or inflammatory reactions in 
living tissue on contact. 


Conley said a significant departure in 
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drafting the new law was deletion of the 
word “poison” from the bill’s provisions. 
This decision was reached, he said, after 
surveys showed a wide variation in exist- 
ing legal limits for poison and a lack of 
agreement among scientists on a definition 
of the term. 


“The A.M.A. committee,” he said, “feels 
that reference standards for toxicity based 
on animal tests provide a more consistent 
and reliable index of the poisonous proper- 
ties of chemicals.” 

The committee’s work had strong support 
not only from the chemical industry but also 
from the National Drug Trade Conference 
and the American Public Health Association. 


Conley told the bar association that in- 
adequate labeling of potentially harmful 
chemicals has been a major handicap to a 
successful attack on the problem of acci- 
dental poisoning. 

“Lack of information about habardous in- 
gredients in certain emergencies,” he said, 
“may enhance the gravity by complicating or 
delaying treatment.” 

The A.M.A. official said the latest mor- 
tality statistics show that 1,431 persons died 
from accidental overexposure to packaged 
chemicals in 1955. “One-quarter of these 
fatal accidental poisonings by liquid and 
solid substances occurred in pre-school age 
children and over 80 per cent occurred in 
the home. Non-fatal poisonings are esti- 
mated to be 100 to 150 times the number of 
fatalities,” he said, adding: 


“And these are impressive statistics for 
a cause of injury and death which is con- 
sidered to be largely preventable.” 


Conley said that while tremendous strides 
have been made in recent years in reducing 
mortality from infectious diseases, no com- 
parable improvements have occurred in the 
prevention of accidental poisonings. 


While children are the most frequent vic- 
tims, the fault of negligence does not neces- 
sarily rest at the doorstep of the parents, 
Conley added. 


“Most of the children who take poison 
are active and curious,” he said, “most of 
the substances ingested by them are easily 
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Ways and Means Committee 
Opens Hearing on Tax Changes 


The House Ways and Means Committee 
is embarked on a month-long series of hear- 
ings pointed toward a revision of tax laws 
for, as Chairman Mills described it, “the 
ultimate benefit of all of our people.” The 
Jenkins-Keough bill will figure prominently 
in the hearings. Witnesses for the Ameri- 
can Thrift Assembly, of which the Ameri- 
can Medical Association is a member, wil 
testify, and the A.M.A. will also file its ow: 
statement. 


The Jenkins-Keough bill, long supported 
by the medical profession, would permit the 
self-employed to defer tax payments on a 
portion of their income if put into retire- 
ment plans. Income taxes would be paid 
later, when the money is received back in 
the form of retirement benefits. As the 
hearings opened, the committee’s new chair- 
man, Rep. Wilbur Mills (D., Ark.) declared: 


“Beginning these hearings as we do con- 
fronted with the harsh realities of Soviet 
technological and scientific advances, we are 
all aware that perhaps the most important 
weapon in the arsenal of freedom is found 
in our federal internal revenue system. Our 
tax system provides the funds not only for 
the shield of defense but for the sword of 
retalitory power which protects the free 
world. To assure the continued effectiveness 
of our tax system and to maintain the con- 
tinued confidence of our people in it, we 
must see to it that the objectives outlined 
by the late chairman (Rep. Jere Cooper) for 
these hearings are attained. They are ob- 
jectives which require continuing study and 
effort not only from the tax committees of 
Congress and the executive department but 
the interested public as well. I am sure that 
we will receive a great fund of information 
from the witnesses appearing here, which 
can lead to revision of our tax laws to the 
ultimate benefit of all of our people.” 


accessible. Even the parents failed to realize 
that a number of common household sub- 
stances were poisonous until after the acci- 
dent occurred. The model law will help par- 
ents become more aware of the hazards and 
thereby reduce fatalities.” 


Journal of the Oklahoma State Medical Association 




















PHILIP L. WHITE, M.D., shown above, will be guest 
speaker for the Oklahoma Dietetic Association Con- 
vention. 


Oklahoma Dietetic Association 
To Hold Annual Convention 


The Twentieth Annual Convention of the 
Oklahoma Dietetic Association will be held 
in the Zebra Room of the Municipal Audi- 
torium, February 21 and 22. An interesting 
program and exhibits have been planned for 
the meeting. 


Featured speaker for the convention will 
be Philip L. White, M.D.. Secretary of the 
Council on Foods and Nutrition of the Amer- 
ican Medical Association. Doctor White, 
formerly a research associate in the Depart- 
ment of Nutrition at Harvard, has also been 
a nutrition consultant with the Peruvian 
Ministry of Public Health, and a special 
consultant for the interdepartmental com- 
mittee on Nutrition for National defense. 


The meeting will be highlighted by a din- 
ner dance in the Persian Room, Skirvin 


Tower on Saturday evening, the 22nd. 
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Annual Washington Birthday 
Clinic To Be Held 


The twenty-fifth Annual Washington 
Birthday Clinic of the Oklahoma City In- 
ternists’ Association will be held in the Bilt- 
more Hotel Saturday, February 22. 


The morning session will begin with reg- 
istration at 9:00 a.m. One Enid physician 
and 14 Oklahoma City physicians will par- 
ticipate in the program. 


Luncheon will be served in the East Room 
of the Biltmore Hotel at 12:30 p.m. and the 
meeting will reconvene at 1:30 p.m. A com- 
plete program and list of the speakers may 
be found listed under “Coming Meetings” in 
this issue of The Journal. 


International College Of Surgeons 
To Meet March 9-14 in Los Angeles 


The 11th biennial International Congress 
of the International College of Surgeons will 
be held in conjunction with the 23rd annual 
Congress of the United States and Canadian 
Sections (North American Federation) in 
Los Angeles, March 9-14. 


An innovation of the meeting will be a 
surgical emergencies panel to which mem- 
bers of the American Academy of General 
Practice are invited. Ross T. McIntire, M.D., 
of Chicago, executive director of the Inter- 
national College of Surgeons and former 
surgeon general of the U.S. Navy, will be 
the moderator. 


Participants in the panel will be: George 
F. Lull, M.D., of Chicago, secretary of the 
American Medical Association; Claude S. 
Beck, M.D., of Cleveland; Winchell McK. 
Craig, M.D., and Gershom Thompson, M.D., 
of the Mayo Clinic, Rochester, Minnesota; 
Neal Owens, M.D., of New Orleans; Edward 
L. Compere, M.D., and Philip Thorek, M.D., 
of Chicago. 


The scientific program to be presented in 
the Ambassador Hotel, will consist of gen- 
eral assembly, and sectional meeting pres- 
entations of papers, panels and symposia. 
About 25 outstanding surgeons from 15 
foreign countries will give papers in addi- 
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tion to nearly 400 surgeons from the United 


States and Canada. A wide range of sub- 


jects will be presented in the general ses- 
sions, with particular emphasis upon the 
latest world developments in surgery. The 
impact of sputnik upon American Medicine 
will be discussed. Surgical specialties will 
be covered in 11 sectional programs. 


The colorful annual convocation and in- 
duction of new members into the College 
will be the concluding event, and will be 
held in the Palladium. Raymond B. Allen, 
M.D., chancellor of the University of Cali- 
fornia at Los Angeles, will be the speaker. 
The annual dinner in the Palladium on 
March 12 will feature entertainment by Bob 
Hope, Miss Dorothy Kirsten and other the- 
atrical stars. 


Jose M. de los Reyes, M.D., of Los Angeles, 
regent of the International College of Sur- 
geons for Southern California, is Chairman 
of the Congress; Peter A. Rosi, M.D., of 
Chicago, Scientific Program Chairman, and 
J. Norman O’Neill, M.D., of Los Angeles, 
General Assembly Chairman. 


Additional information may be had by 
writing to Ross T. McIntire, M.D., executive 
director, International College of Surgeons, 
1516 Lake Shore Drive, Chicago 10. 


Blue Cross-Blue Shield 
Member Councils 
Teaming Up For Health 
“The best solutions are the ones we work 
out among ourselves.” 


This is an underlying idea behind the re- 
cent program inaugurated by the Oklahoma 
Blue Cross and Blue Shield Plans. The pro- 
gram is called “Member Councils.” Local 
businessmen and other citizens in each coun- 
ty will meet periodically with officials of 
the Oklahoma Blue Cross and Blue Shield 


Plans to act as an advisory group. 


Purposes of the Councils are to (1) keep 
local businessmen, community leaders, and 
citizens who are Blue Cross and Blue Shield 
members informed about the ever-chang- 
ing health care picture, (2) discuss specific 
problems that the Plans face, and (3) pro- 


vide an opportunity for an exchange of 
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ideas between physicians and hospitals, and 
representatives of the public. Thus physi- 
cians and hospitals will have an opportunity 
to present their story to the public. 


The Plans owe a large part of their suc- 
cess to the unique partnership among the 
public, hospitals and doctors. Just as hos- 
pitals and doctors have a direct voice in the 
plans through their representative organi- 
zations, members will now have the same 
opportunity to be heard through their own 
local organizations, Member Councils. 


Councils have already been established 
and are functioning in 40 Oklahoma coun- 
ties. They will probably be organized in all 
77 counties by June, 1958. 


These advisory groups will represent 
virtually every town and city in the state. 
Each “Council” will include a cross-section 
of people in each county—industry, mer- 
chants, government, schools, farmers, pro- 
fessional people and “Individual” Plans 
members. 


At least two annual meetings of each 
Council will be held. The initial meetings 
are designed to formally organize the Coun- 
cils and elect officers. Each Council will 
elect a chairman, vice-chairman, secretary, 
and at least two other executive committee 
members. 


Members are first briefed on the philos- 
ophy and organization of Blue Cross and 
Blue Shield in addition to local, state, and 
national health care trends. Guest speakers 
include Plans representatives, who will 
speak on various phases of the current 
health care picture, and how they affect 
local communities. 


A.M.A. Membership Grows 


At a staff meeting back in 1955, A.M.A. 
secretary and general manager, Dr. George 
F. Lull, set a goal of 160,000 members by 
1960. His goal has already been exceeded. 


As of September 30, all classifications of 
membership totaled 168,399. This included 
145,452 active members, 6,057 associate 
members, 16,512 service members, 289 af- 
filiate members and 89 honorary members. 
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Administration Emphasizes Security 
And Science In Budget 


The budget message asks for an immedi- 
ite $1.3 billion for Defense Department’s 
research and development programs, and 
an additional increase of $2.5 billion for 
the next fiscal year, starting July 1. It also 
projects a vast program to improve science 
teaching and channel capable students in 
the direction of mathematics and science. 
Yet, even in the face of competition for 
mastery of space, Mr. Eisenhower reminds 
the Congress and the nation that education 
is not the responsibility of the federal gov- 
ernment alone. He says: 


“Scientific and research efforts . . . must be 
expanded. This is a task not only for the Gov- 
ernment but also for private industry,, founda- 
tions, and educational institutions. The Govern- 
ment, on its part, will increase its efforts in this 
area. Supplemental appropriations for 1958 will 
be requested for the National Advisory Commit- 
tee for Aeronautics and the National Science Foun- 
dation, as well as the Department of Defense. For 
1959, new programs to promote education in sci- 
ence are being recommended and basic research 
activities are being generally expanded.” 


Support Withdrawn from Proposed Programs 


It is unusual for an administration to 
withdraw publicly from support of a pro- 
posal that has wide political appeal. But 
Mr. Eisenhower does so in these words: 


“Under present conditions, I am not recommend- 
ing enactment at this time of certain legislation 
now pending in the Congress for new programs 
which I have previously advocated. For example, 
instead of general aid for construction of school 
rooms, I am now recommending a broad tempor- 
ary program of aid to education which is largely 
science-oriented. I am also deferring proposals 
for some other grant programs and of certain new 
public works projects. 


“I am also making recommendations to reduce 
some programs, to curtail expansion in others, 
and to transfer greater responsibility from the 
federal government to state and local governments 
or to private individuals or enterprises. All of 
these recommendations, in addition to being re- 
quired by sound public policy, will help to hold 
expenditures in future years to prudent levels. .. . 


“As I have repeatedly emphasized, the continued 
vitality of our federal form of government re- 
quires that, to the maximum extent possible, pri- 
mary responsibility for public programs be shoul- 
dered by that level of government most familiar 
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with local problems and most responsive to them. 
We must exercise the utmost restraint in assign- 
ing new programs and responsibilities to the 
Federal Government, and we should continuously 
search out those programs and activities now 
carried on at the national level that can and 
should be handled by the States or localities. 


“Prudent limitation of Federal activities can- 
not alone meet the whole problem of over-centrali- 
zation. The continued strength of our federal sys- 
tem also depends upon reinforcing the adminis- 
trative and fiscal ability of the States to carry 
out their responsibilities. 


“The initial progress report of the joint Fed- 
eral-State Action Committee recommends com- 
plete transfer of two programs to the States to- 
gether with the simultaneous relinquishment of a 
portion of the local telephone service tax which the 
Federal Government now collects. These programs 
are vocational education and the construction of 
waste-treatment facilities. Legislative proposals 
to carry out these and future recommendations 
of the Committee will be transmitted to the Con- 
gress. . . . The effect of the proposed transfers 
on expenditures and revenues of the Federal Gov- 
ernment will occur beginning in 1960. ” 


Later, the message withdraws adminis- 
tration support from another proposed pro- 
gram: 


“Last year I recommended a program of hos- 
pitalization and medical insurance for Govern- 
ment employees. In view of the priority given to 
recommended pay adjustments, I propose that 
this health insurance program be postponed.”’ 


Long-Range Planning for More State 
Responsibility 


After citing proposed expenditures for 
labor and welfare activities—$3.6 billion, or 
$200 million more than this year—the Pres- 
ident tells specifically how he proposes to 
withdraw the U.S. from some welfare pro- 
grams, and at the same time open up new 
revenue sources so states can take over these 
operations. He explains: 


“A large portion of the expenditures for labor 
and welfare programs consists of grants-in-aid to 
States and local governments, and cannot be re- 
duced without changes in basic authorizing legis- 
lation. At this time, I am proposing revisions in 
the legislation governing five of these grant pro- 
grams which will lead to some small reductions in 
the Federal budget for the fiscal year 1959, and to 
some larger reductions in later years. Under 
these proposals, the proportion or amount of Fed- 
eral participation would be reduced for schools in 
federally affected areas, for hospital construction, 
and for public assistance. 
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First column shows amount being spent 


“I am also recommending action on legislation for the next fiscal year, starting July 1, 
relating to revenues so the States can assume 1958. 
responsibility beginning in 1960, and Federal aid “ 
can cease, for vocational education and waste Requested 
treatment plant construction. Continuing work by Estimated for 
the joint Federal-State Action Committee, as well Fiscal 1958 Fiscal 1959 
as thoroughgoing reappraisals by Federal agen- F ' a , ssasee 910.0065 
cies on their own initiative, should lead to further ood and Drug Administration $10,554,500 $10,664,500 
recommendations for reducing grant-in-aid pro- Office of Vocational 
grams in future years, with the States assuming Rehabilitation 52,230,000 56,800,000 
more of the responsibility for these activities and 
themselves collecting more tax revenues to finance Children’s Bureau 43,500,000 43,663,000 
them. . .. Public Health Service 565,700,000 522,089,000 
“Our technological progress requires a higher Venereal Disease Control 4,415,000 4,400,000 
level of support for basic scientific research from TB Control 7,000,000 5,386,000 
both private and public sources. It also demands Assistance to States 22,592,000 22,889,000 
g y i y q y j 7 i > = 
2 supply of highly trained —ee Communicable Disease Control 7,050,000 6,200,000 
scientists, engineers, teachers, and technicians. ie wee : ) 
To this end, I am recommending an expanded Sanitary Engineering -_ - | 
program for the National Science Foundation and activities 12,640,000 12,815,000 
a new program for the Department of Health, Grants for Waste | 
Education, and Welfare. These programs will be Treatment Plants 45,000,000 45,000,000 ( 
closely coordinated.” Hili-Burton 121,200,000 75,000,000 : 
After outlining the administration’s broad Hospitals and Medical Care 44,399,000 44,309,000 
‘ . : <a i 2 activities ,100,000 ,225,000 
plans for improving the teaching of science ererans —" a Sa 
ai : Construction of Ind. 
é or assis r basic researchers roug bon 
and for assisting asic researchers through Health facilities 3.130.000 2,374,000 
the National Science Foundation, and for ‘ ; | 
pg NIH (Gen’l research 
subsidizing needy college students through oud aarciees) 14,026,000 17,742,000 | 
the Department of Health, Education, and Mental Health activities 39,217,000 37,697,000 
Welfare, the President explains one area Nat’l Heart Institute 35,936,000 34,712,000 
where it could reduce its educational costs: Cancer Institute 56,402,000 55,923,000 
“The Federal Government has a responsibility Dental Health activities 6,430,000 6,293,000 
for aiding school districts when it creates serious Arthritis & Metabolic Diseases 20,385,000 20,592,000 
financial problems for them. It has recognized Allergy and Infectious Diseases 17,400,000 17,497,000 
this responsibility in the past by providing grants Health Research Facilities 30,000,000 30,000,000 
to help build and operate schools in districts where ? ; 
fo ow, , + tes Neurology and Blindness 
enrollment is swelled by Federal activities. Ex- ee — — 
: : : Activities 21,387,000 20,727,000 
perience with these programs, however, suggests 
that they should be modified; many of the com- 
ae , ” Nat’ ibrz I ici ,450,( 415,000 
munities for which grants have been made no Mars Geary <f Sanne a je 
longer have problems as acute as those suddenly Veterans Administration 823,500,000 792,043,000 
gene by yal a of workers and fam- Outpatient care 79,000,000 75,798,000 
2¢ , 
Re ee ee ae ee Inpatient care 702,000,000 707,100,000 
“In view of the continued maintenance of a sub- Hospital & Domiciliary 
stantial defense establishment with shifting lo- Facilities 42,500,000 9,145,000 
cations, authority for grants for construction and ; 
operation of schools should be extended, but the Atomic Energy Com- fatal 
assistance should be restricted to instances where mission (Med.) 37,895,000 43,000,000 
the Federal personnel both live and work on Fed- . . 
P : Civil Defense Administration 3,300,000 18,000,000 
eral property. However, grants for operation of : 3 A c ‘ 
schools on behalf of people living on taxable prop- St. Elizabeth’s (Wash. D.C.) 3,085,800 3,154,000 
erty should be gradually reduced during an adjust- . 
: . . : - e ’ Defense Department 370,207,000 359,632,000 
ment period, and then terminated. 
Army 167,607,000 153,100,000 
Budget Requests for Health Programs Air Force 117,400,000 118,000,000 
Navy 85,200,000 88,532,000 





this fiscal year for major medical programs; 
second column contains specific requests 
made of Congress to finance the activities 


*Includes $76 million both years for civilian Medicare 
program, but does not include hospital construction or 
alteration costs. 
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Union Welfare Funds Challenged 


As part of his program of labor legisla- 
ion, presented to Congress January 23, 
President Eisenhower proposes that welfare 
‘unds, whether administered by the union, 
he employer or jointly, be required to reg- 
ster and to make annual reports, which 
‘ould be published. On this the President 
nakes two points. 


First, a Commissioner of Labor Reports 
to be established within the Department of 
Labor. 


Second, Congress to enact legislation ‘‘to 
require the registration and detailed annual 
reporting with appropriate disclosure, 
of all plans which provide health, welfare 
or pension benefits to working men and 


’”” 


women 


Mr. Eisenhower made similar recommen- 
dations in 1956 and 1957, but no action was 
taken on them. Failure to register and 
report on welfare funds would make the 
union leaders liable to criminal punishment, 
and the union liable to loss of “all rights or 
privileges available under federal labor man- 
agement relations laws.” Furthermore, in- 
dividual members of unions would have the 
“unequivocal right” to sue in federal or 
state courts to force labor officials to exer- 
cise the “highest degree of responsibility” 
in handling welfare and other funds en- 
trusted to their care. 


In a separate action, Senator Mundt of 
South Dakota proposes to require that union 
welfare funds (medical and hospital as well 
as pension, life, etc.) open their books for 
inspection by the Treasury Department’s 
Comptroller of Currency. It would prohibit 
the National Labor Relations Board from 
acting on the complaint of any labor organ- 
ization that could not certify that its books, 
and records, and those of its affiliated la- 
bor organizations, as well as its welfare 
plan, had been examined by the Comptroller. 
The Comptroller would be required to as- 
certain if the fund had been investing its 
money properly, and if its money was be- 
ing administered for which collected. If, 
after notification, the union did not discon- 
tinue the improper practices, the Comptrol- 
ler would be authorized to publish a report 
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New Regulations For Physicians 
With Medicare Patients 


Office for Dependents Medical Care has 
some new and clariflying regulations deal- 
ing with medicare patients and ancillary 
medical personnel. They are: 


Hospital accommodations — Dependents 
are elibigle for semi-private accommoda- 
tions (two or more beds) and pediatric cases 
may be handled in wards. For private ac- 
commodations, the following should be kept 
in mind: (1) when this arrangement is be- 
lieved necessary by the doctor, the patient 
pays 25 per cent of the difference between 
the private room fee and the weighted aver- 
age of semi-private, (2) when the patient 
or sponsor only insists on private room, the 
patient pays the full difference, and (3) 
when the hospital has only private rooms, 
the medicare patient pays 10 per cent of the 
daily charge for the room, or the total daily 
hospital charge, less $15,, whichever is the 
greater. 


Independent ancillary personnel—Nurse 
anesthetists and physical therapists who 
work on an independent basis can now be 
paid direct if (1) the attending physician 
certifies on form DA-1863 that the services 
were authorized by him and (2) the amount 
charged does not exceed the normal charge 
to the public having an annual income of 
$4,500. 


Maternity case fees—If pregnancy termi- 
nates in premature delivery, the doctor is 
entitled to full fee if he has rendered con- 
tinuous antepartum care beginning in the 
first eight weeks of pregnancy. Should a 
maternity patient consult a physician in a 
locality away from that of her attending 
doctor or clinic, the doctor consulted is en- 
titled to fee for a home or office visit. 


on the situation and to make the facts known 
to the appropriate law enforcement officer 
if there is evidence of law violation. The 
bill would remove the tax exemption of any 
union not meeting requirements, and any 
union employee found guilty of embezzle- 
ment would be subject to a $5,000 fine or 
five years imprisonment or both. 
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: Coming 


ANNUAL WASHINGTON BIRTHDAY CLINIC 
of the 
OKLAHOMA CITY INTERNISTS’ ASSOCIATION 


Saturday, February 22, 1958 
PROGRAM 
MORNING SESSION 


Biltmore Hotel 


Minard F. Jacobs, M.D.—Presiding 
9:00 a.m.—REGISTRATION 


10:00 a.m.—CLINICAL APPLICATIONS OF PULMO- 
NARY PHYSIOLOGY 
James R. Lowell, M.D. 


10:25 a.m.—CURRENT STATUS OF SURGICAL DIS- 
EASES OF THE HEART 
J. Moore Campbell III, M.D. 
10:50 a.m.—THE USE OF DIEURETICS 
Harry F. Singleton, M.D. 
11:15 am.—COFFEE BREAK 


11:30 aam.—PANEL: IATROGENIC DISEASES 
Moderator: W. W. Rucks. Jr., M.D. 
James R. Colvert, M.D. (Gastroenterol- 
ogist) 
Robert S. Ellis, M.D. (Allergist) 
Moorman Prosser, M.D. (Psychiatrist) 
Wann Langston, M.D. (Cardiologist) 


p.m.—LUNCHEON FOR MEMBERS AND 
GUESTS 
East Room—Biltmore Hotel 


_ 
te 
a 
a 
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AFTERNOON SESSION 
Bert F. Keltz, M.D.—Presiding 


p.m.—HEPATIC VEIN THROMBOSIS (Budd- 
Chiari’s Syndrome) 
James F. Tagge, M.D., Enid, Oklahoma 


_ 
we 
= 
= 


tw 


:00 p.m.—NEWER DIAGNOSTIC PROCEDURES, 
MORE OR LESS 
Robert F. Redmond, M.D. 


2:30 p.m.—PRACTICAL CONSIDERATIONS OF THE 
AUTONOMIC NERVOUS SYSTEM 
Richard W. Payne, M.D. 
3:00 p.m.—COFFEE BREAK 
3:20 p.m.—CLINICAL PATHOLOGICAL CONFER- 


ENCE 
Harry A. Daniels, M.D. (Internist) 
Clarence Robinson, M.D. (Surgeon) 
Rex Kenyon, M.D. (Pathologist) 
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UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
Postgraduate Instruction 


OPHTHALMOLOG Y-OTOLAR YNGOLOGY 
SYMPOSIUM—March 6 and 7 
Sponsored by Oklahoma City Society of Ophthal- 
mology and Otolaryngology 
Guest Lecturers: 
Joseph H. Haas, M.D., Chicago, Illinois 
Herman Semonov, M.D., Beverly Hills, California 


OBSTETRICAL-GYNECOLOGICAL SYMPOSIUM— 
March 8 
Sponsored by the Oklahoma City Obstetrical and 
Gynecological Society. There will be two prominent 
guest lecturers. 


PEDIATRIC SURGERY, RADIOLOGY, 
PATHOLOG Y—March 14 and 15 
Fourth Annual Combined Symposium 

Sponsored by Oklahoma Association of Pathologists, 
Oklahoma Association of Radiologists, Oklahoma 
Chapter, American College of Surgeons 
Guest Lecturers: 
Robert E. Gross, M.D., Surgeon, Boston, Mass. 
William L. Riger, M.D., Surgeon, Chicago, III. 
Orvar Swenson, M.D., Surgeon, Boston, Mass. 
John W. Hope, M.D., Radiologist, Philadelphia, Pa. 
Also a prominent anesthesiologist and pathologist 
will be obtained for this program. 


BASIC ELECTROCARDIOGRAPHY- 
March 31-April 5 
This course consists of informal lecture presenta- 
tions which assume no formal acquaintance with 
the subject. Laboratory exercises are carried out by 
the participants with individual help from the instruc- 
tors. All working materials are furnished. Partici- 
pants are expected to attend all lectures and labora- 
tory periods and remains the entire time scheduled. 


TRAUMA—April 11 and 12 
Sponsored by the Regional Committee on Trauma of 
the American College of Surgeons 


OKLAHOMA ASSOCIATION OF HOUSE STAFF 
PHYSICIANS—May 23 


Two guest lecturers and presentation of original 
papers by members of the various House Staffs will 
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highlight this program. Participating hospitals are: 
Hillcrest Medical Center, Tulsa; St. John’s, Tulsa; 
McBride, Mercy, St. Anthony, University, Veterans 
Administration and Wesley, Oklahoma City. 


The above courses will be held at the University of 
Oklahoma School of Medicine. For further infor- 
mation write to the Office of Postgraduate Instruc- 
tion, 801 NE 13th St., Oklahoma City, Okiahoma. 


Postgraduate Division 
UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
SHORT COURSE SERIES 


Mar. 12—Medicine—Pathogensis and Treatment of 
Anemia. 


\pril 9—Anesthesiology—Anesthesia for the Part-Time 
Anesthetist. 


May 14—Pediatrics—Pediatric Allergy. 


June 11—Surgery—Surgical Diagnosis and Problem 
Clinic. 

The courses are designed so physicians may attend 
four hours of formal instruction in the above fields 
while spending only one-half day from their office. 
This series is approved for credit by the Oklahoma 
Academy of General Practice. 

Time 3:30 to 8:30 p.m. the second Wednesday of 
each month. 


Place: Room 120, Medical School Building. 
Registration: $3.50 per session; $25 for the entire 


series includes dinner, Hospital Cafeteria. Mail reg- 
istration to office of Postgraduate Instruction. 


HILLCREST MEDICAL CENTER 

1653 East 12th St., Tulsa, Okla. 
Lectures in Basic Science Given by Faculty Mem- 
bers of the University of Oklahoma School of Medicine. 


Feb. 25—Common Metabolic Pathways, A. T. Bever, 
Lecturer. 


Mar. 11—Anticoagulants, E. G. Larsen, Lecturer. 
Mar. 25—Estrogens and androgens, A. T. Bever, Lec- 
turer. 


April 9—Adrenal Steroids; Aldosteronism. R. W. 
Payne, Lecturer. 


Apri] 30—Thyroid: Recent Advances in Diagnosis and 
Treatment, R. W. Payne, Lecturer. 


May 13—Pulmonary Function, M. T. Lategola, Lec- 
turer. 


May 27—Basic GI Phisiology, J. W. H. Smith, Lec- 
turer. 
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June 10—Physiological Basis of Liver Function Tests, 
E. G. Larsen, Lecturer. 


June 24—Alimentary Reserve: the malabsorption 
syndrome, J. W. H. Smith, Lecturer. 


Postgraduate Conference 
University of Colorado Medical Center 
Denver, Colorado 
March 13-15, 1958 


EDEMA—ITS PATHOGENESIS AND MANAGEMENT 


This three-day postgraduate conference will be de- 
voted to the basic considerations and clinical appli- 
cations of kidney function, edema, and diuresis. It 
is designed to present in a comprehensive manner the 
problems of pathogenesis and management of edema 
as variously encountered in clinical medicine. Special 
emphasis will be placed on treatment. 


A detailed program and further information may 
be obtained by writing to: The Office of Postgraduate 
Medical Education, University of Colorado Medical 
Center, 4200 East Ninth Avenue, Denver 20, Colorado. 


POSTGRADUATE CONFERENCE 


The Temple Division of the University of Texas 
Postgraduate School of Medicine announces its Sixth 
Medical and Surgical Conference emphasizing Car- 
diac, Pulmonary, and Vascular Diseases to be held 
March 3, 4, 5, 1958. The program sponsored by Scott, 
Sherwood and Brindley Foundation, will be presented 
in Temple by members of the staff of Scott and White 
Clinic. Registration forms are available from the of- 
fice of the Assistant Dean, University of Texas Post- 
graduate School of Medicine, The Temple Division, 
Temple, Texas. 


POST GRADUATE COURSE ON DISEASES 
OF THE CHEST 


The Council on Post-graduate Medical Education of 
the American College of Chest Physicians will spon- 
sor the 11th Annual Post-graduate Course on Diseases 
of the Chest at the Warwick Hotel, Philadelphia, 
March 3-7, 1958 


The most recent advances in the diagnosis and 
treatment of chest diseases—medical and surgical— 
will be presented. The tuition fee is $75 including 
round table luncheons. 


Further information may be obtained by writing 
to the Executive Director, American College of Chest 
Physicians, 112 East Chestnut Street, Chicago 11, 
Illinois. 


91 

















rganizalion 


Report of Medicare Committee 

The following report was submitted to 

The Journal by Walter E. Brown, M.D., 

Tulsa, Chairman of the O.S.M.A.’s Med- 

icare Committee. 

Public Law 569 became effective on De- 
cember 7, 1956, and by this authority the 
government provides medical services for 
certain dependents of military personnel on 
active duty. The Oklahoma State Medical 
Association entered into a contract with the 
Department of the Defense in November of 
1956 for operation of this law in the State 
of Oklahoma on a full service basis. 


A schedule of allowances for this State 
was worked out, using figures obtained from 
County Medical Society secretaries through- 
out the State as average in the various coun- 
ties for certain commonly carried out pro- 
cedures in the practice of medicine. The 
actual fees were determined largely by using 
the relative value point system as published 
by the Council of the California Medical As- 
sociation February 12, 1956. 

It was also decided that the Blue Shield 
Plan of Oklahoma would act as fiscal agent 
in this State, relieving the Medical Associa- 
tion of the cumbersome and costly installa- 
tion of personnel and equipment for pro- 
cessing the anticipated claims. 

The following is an account of the activity 
of the Medicare program in Oklahoma from 
December 7, 1956 through December 20, 
1957: 

Total claims__- ae 
Total payments _$760,070.89 
This averages out as $61.02 per case. It 
must be realized that this is not the total 
physician’s fee per case because fees for as- 
sistants, consultants, anesthesiologists, and 
others may be less, but each counts as one 

physician’s claim. 

The State Medical Association has no 
knowledge of the amount paid under this 
program for hospital claims, inasmuch as 
the fiscal agent for the hospitals under 
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Medicare in Oklahoma is Mutual of Omaha, 
nor does it have a breakdown on the types 
of cases submitted by physicians, since the 
Blue Shield form of tabulating prohibits 
such breakdown except by manual assort- 
ment of the IBM cards. Blue Shield is en- 
gaged in such a study at the present time to 
analyze the first year’s operation of Medi- 
care. 


A Physicians Manual, listing fees for all 
or most of the medical and surgical pro- 
cedures which could be anticipated, was 
distributed by mail to all members of the 
Oklahoma State Medical Association early 
in the course of this operation. One aspect 
of the plan, which was possibly not stressed 
sufficiently but which is of the utmost im- 
portance in its successful prosecution, is 
stated on page V of the Manual, “The pri- 
vate physician participating in the program 
will receive the amount established in this 
local schedule of allowances, or his usual 
charge, whichever is less.”” To date, the fee 
schedule has apparently been used over- 
whelmingly by physicians as a schedule of 
minimum fees, wherein the intention was 
that it be used as a schedule of maximum 
fees. The claims submitted from over the 
State indicate that in most areas the fees 
for Medicare cases are considerably in ex- 
cess of the average fees as listed by the 
County Medical Society secretaries for the 
same procedures and greatly higher than 
the average fees submitted under the Blue 
Shield Plan. Cooperation of physicians in 
submitting their usual charges for this in- 
come group, more than 80 per cent of whom 
make less than $4,000 per year, will help 
greatly in the successful continuation of 
Medicare. 

By the same token, some of the fees list- 
ed turned out to be inadequate and at the 
time of renegotiation of the contract in June 
1957, the fee for tonsillectomy was increased 
to $60.00 and the fee for assistant-at-surgery 
was increased from a straight 10 per cent of 
the surgeon’s fee to a minimum of $25.00. 
Other fee alterations are now under consid- 
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‘ration for discussion at the time of renego- 
iation of the contract in June of 1958, and 
ny suggestions from physicians in order 
hat extension of services due them may be 
nade in a more efficient manner are most 
velcome. 


Another problem in the processing of 
ases is the necessity of returning claim 
orms which have not been properly com- 
ileted. This not only delays the payment to 
he doctor for his services but adds addi- 
tional burden and cost to the administration 
if the program. Although it is well recog- 
nized that the filling out of forms has come 
to be an abomination to physicians, it is 
sincerely requested that Oklahoma doctors 
submitting claims:be more meticulous re- 
garding Medicare forms, because under reg- 
ulations the claims cannot be processed un- 
less complete information is given. 


The Medicare Committee of the Oklahoma 
State Medical Association is appointed an- 
nually by the President of the Association. 
This Committee meets monthly, and com- 
munications regarding Medicare should be 
directed to the Committee, in care of the 
State Medical Association at P. O. Box 9696, 
Oklahoma City. 





Social Security Says: 


“Your social security taxes pay for 
these nine programs: 
(a) Unemployment insurance 
(b) Old Age and Survivors Insur- 
ance 
Public assistance to the needy 
(a) Old-age assistance 
(b) Aid to the needy blind 
(c) Aid to dependent children 
(d) Aid to the permanently and 
totally disabled 
Children’s services: 
(a) Maternal and child-health serv- 
ices 
(b) Services for crippled children 
(c) Child-welfare services 
In Other Words: In spite of the fact 
that most of these represent federal 
grants to state aid, this Social Security 
program is being sold to you and me 
as “contributory social insurance.” 
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Spivak To Play For Annual Meeting 


Entertainment Committee Chairman J. B. 
Eskridge III, M.D., announced recently that 
Charlie Spivak and his orchestra have been 
signed to play at the President’s Inaugural 
Dinner-Dance, May 6, 1958. This event will 
highlight the social calendar of the 
O.S.M.A.’s 52nd Annual Meeting which will 
be held in Oklahoma City. 


Mr. Spivak has had a brilliant career in 
the music world. In the early part of his 
rise to popularity, he was associated with 
such great names as the Dorsey brothers, 
Glenn Miller, Bob Crosby and Ray Noble. 
Later, as a free lance trumpeter in radio, 
he played on the Ford Symphony Hour, 
Kate Smith and Fred Allen broadcasts. 
With the encouragement of Glenn Miller, he 
formed his own band and established him- 
self almost immediately as one of the na- 
tion’s top flight bandleaders. He has since 
been honored by Downbeat Magazine as the 
top sweet band in the country. 


“The man who plays the sweetest trumpet 
in the world” will give his performance in 
the Persian Room of the Skirvin Tower 
Hotel. Featured with him will be song styl- 
ists Bobbi Bowman and Paul O’Conner. 
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H. T. Ballantine, M.D., Honored 


H. T. Ballantine, M.D., Muskogee physi- 
cian, was recently honored at the annual in- 
stallation of officers of the East Central 
Oklahoma Medical Society held at Western 
Hills Lodge, Sequoyah State Park. Doctor 
Ballantine was presented a 50-year pin in 
recognition of his medical service to Okla- 
homa. Doctor Ballantine, pictured right 
above, graduated from Vanderbilt Univers- 
ity School of Medicine in 1907 and has prac- 
ticed in Oklahoma since that time. Presen- 
tation of the pin was made by Marvin El- 
kins, M.D., retiring President of the Society. 


Officers installed at the meeting were: 
Eugene Henry, M.D., President; John Hack- 
ler, M.D., vice-president and W. S. Dand- 
ridge, M.D., who was re-named as the sec- 
retary-treasurer. 





Social Security Says: 


“There is no provision in the law 
which permits a refund of social se- 
curity taxes paid if you do not have 
enough work under the law to get so- 
cial security payments.” 


In Other Words: Your uncollectable 
“contribution” goes to charity, and not 
“insurance.” 

Prepared by the A.M.A. 











Have You Heard? waa 


THE LINDLEY HOSPITAL, Duncan, was de- 
stroyed by fire, Sunday, December 22. Re- 
building of the hospital, according to E. C. 
Lindley, M.D., owner of the hospital, is pend- 
ing a recent proposal for a county hospital. 


THOMAS H. HENLEY, M.D., of Fairview, 
has accepted a four year residency in surgery 
at the University Hospital School of Medi- 
cine beginning July 1. 


E. B. THOMASSON, M.D., Duncan, has re- 
cently moved into new offices at 919 Walnut 
in Duncan. 


A. C. ROBERSON, M.D., Anadarko physician 
who has been on military assignment at 
Barksdale Air Force Base in Louisiana, re- 
cently returned to the staff at the Anadarko 
Clinic. 


The Tisdal Hospital in Elk City, which was 
built in 1924 by the late V. C. Tisdal, M.D., 
was recently purchased by William G. Hus- 
band, M.D., L. V. Baker, Sr., M.D., and 
L. V. Baker, Jr., M.D. of Elk City. The hos- 
pital will operate in the future under the 
name of Memorial Hospital. 


Roy E. WAGGONER, M.D., Stillwater’s doc- 
tor of longest tenure, has retired. Doctor 
Waggoner had practiced in Stillwater since 
May 15, 1926. 


W. T. McCoLLuM, M.D., was guest speaker 
at the Garfield-Kingfisher County Medical 
Society meeting, January 22. His subject 
was “The Treatment of Complications of 
Myocardial Infarction.” 


DocToR MCCOLLUM also appeared as guest 
panelist along with JOHN POWERS WOLFF, 
M.D., of Oklahoma City at the Custer County 
Medical Society meeting in Clinton. The sub- 
ject discussed by the panel was “Periphero- 
vascular Diseases.” 
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Howard James, left, representative of the Schering Corporation, is shown presenting Executive Secretary, 
Dick Graham with a map, ‘“‘Medical America,”’ portraying highlights in the historical development of medicine 
within the Oklahoma-Texas region. Prepared by Schering as one of an original series, the map is on display in the 


OSMA office. 


New County Officers Are Elected 


Listed below are the names of the County 
Officers* for 1958 which have been sub- 
mitted to the Oklahoma State Medical As- 
sociation. 


Atoka-Bryan-Coal—_Wm. A. Hyde, M.D., Durant; 
Seal L. Whitley, M.D., Durant. 


Beckham—William Leebron, M.D., Elk City; Ber- 
nard Horn, M.D., Elk City. 


Caddo—H. M. Conners, M.D., Cyril; G. E. Haslam, 
M.D., Anadarko. 


Cherokee-Adair—R. C. Emmett, M.D., Stillwell; 
Wm. S. Wamack, M.D., Tahlequah. 


Cleveland-McClain—Charles A. Smith, M.D., Nor- 
man; W. T. Stone. M.D., Purcell. 


Comanche-Cotton—W. C. Cole, M.D., Lawton; Rob- 
ert L. Shore, M.D., Lawton. 


Craig-Ottawa—John E. Highland, M.D., Miami; Glen 
W. Cosby, M.D., Miami. 


East Central—Eugene Henry, M.D., Muskogee; W. 
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S. Dandridge, M.D., Muskogee 


Garfield-Kingfisher—A. F. Dougan, M.D., Enid; 


Roscoe C. Baker, M.D., Enid 


Garvin—Calvin Bradford, M.D., Lindsay; Hugh H 
Monroe, Pauls Valley 


Grady—Jack H. Foertsche, M.D., Chickasha; Seth 
D. Revere, M.D., Chickasha 


Hughes-Seminole—L. A. S. Johnston, M.D., Holden- 
ville; Royce McDougal, M.D., Holdenville 


Jackson—Fred Becker, M.D., Altus; John Walker, 
M.D., Altus. 


Jefferson—W. A. Heflin, M.D., Ryan; O. J. Hagg, 
M.D., Waurika 


Kay-Noble—J. T. Terry, M.D., Ponca City; R. H 
Moorman, M.D., Blackwell 


Kiowa-Washita—Wilson Mahone, M.D., Hobart 
Ralph Phelan, M.D., Hobart 


Lincoln—Harold T. Baugh, M.D., Meeker; C 
Robertson, M.D., Chandler 


(Continued on Page 101) 








Stepped-up performance... 
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New rapid-acting ACHROMYCIN V Capsules offer more 


patients consistently high blood levels—at no sacrifice 


to the broad anti-infective spectrum of ACHROMYCIN 


Tetracycline, its low incidence of side effects, or its dosage 


and indications. 


The pure, unaltered crystalline tetracycline HC! molecule 
of ACHROMYCIN, now buffered with citric acid, provides 








Tetracycline HCi Buffered with Citrio Acid 


prompt and high blood levels, faster broad-spectrum action 
...tapidly decisive control of infections. New ACHROMYCIN 


V Capsules do not contain sodium. 


REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V 


CAPSULES: (blue-yellow) 250 mg. tetracycline HCI (buffered with citric acid, 250 mg.); 100 mg. tetracycline HC! 
(buffered with citric acid, 100 mg.). ACHROMYCIN V DOSAGE: Recommended basic oral dosage is 6-7 mg. 
per Ib. body weight per day. In acute, severe infections often encountered in infants and children, the dose should be 12 


mg. per Ib. body weight per day. Dosage in the average adult should be 1 Gm. divided into four 250 mg. doses. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
*Reg. U.S. Pot. Off. 








APPLICATION FOR SPACE 


SCIENTIFIC AND EDUCATIONAL EXHIBIT SECTION 


52nd ANNUAL MEETING »% OKLAHOMA STATE MEDICAL ASSOCIATION 
MUNICIPAL AUDITORIUM y OKLAHOMA CITY MAY 5, 6, 7, 1958 
(Please type or print) 


Name of organization or individual requesting space: 


Please describe your exhibit (75 words maximum - to be used in official program:) 


Amount of space required (indicate width in multiples of eight feet) : 
(All exhibit spaces will be 6 feet deep.) 


If you have ever exhibited at an Annual Meeting, give most recent date: 


Date of application: 


Applications should be mailed to the Scientific and Educational Exhibits Committee, Okla- 
homa State Medical Association, Box 9696 Shartel Station, Oklahoma City. 


Closing date for filing applications: March 1, 1958. Space is limited and not all applications can be accepted 
There will be no charge for space, but each exhibitor is responsible for installation of own exhibit. The Okla- 
homa State Medical Association assumes no liability for the safety of exhibits. Exhibits will be installed on 


Sunday, May 4, 1958 and must be removed between 1:00 p.m. and 5:00 p.m. on Wednesday, May 7, 1958 
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Edgar J. Poth, M.D. 
To Speak At Annual Meeting 


Edgar J. Poth, M.D., Professor of 
Surgery at the University of Texas 
Medical Branch, Galveston, will be one 
of the outstanding speakers to appear 
on the scientific program of the Okla- 
homa State Medical Association Annual 
Meeting, May 5, 6, and 7, Oklahoma 
City. 

Doctor Poth will speak on the sub- 
ject of “dumping” as a complication 
of gastric operations and also on the 
subject of gastric and duodenal physi- 
ology and its relationship to surgery. 











AN INVITATION 
TO EXHIBIT 


OSMA ANNUAL MEETING 


Do you have an idea which you would like to present to other physicians in 
Oklahoma? An unusual case? A series of cases? A new device or technique? 
An organization problem or plan of action? A piece of experimental work? 


If so, consider working it up as a SCIENTIFIC EXHIBIT to be shown at 
the annual meeting of the Oklahoma State Medical Association in May, 
1958. Applications should be submitted on form reproduced on the oppo- 


site page. 


Start now collecting your material and planning your exhibit. Since space 
is limited, you are encouraged to submit your application early. Your ex- 
hibit need not be large. It should be stimulating. Subjects which have special 
visual interest are particularly suitable 


MAY 5, 6, 7 
ZEBRA ROOM MUNICIPAL AUDITORIUM 
OKLAHOMA CITY 
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Construction of a medical and dental office building at the northeast corner of 21st and 
Lewis Streets in Tulsa was announced in January by Arnold H. Ungerman, M.D., President 
of the Twenty-First Street Building Corporation. 

To cost $1,250,000, the new structure represents a cooperative venture of a group of 
Tulsa doctors and dentists. In addition to the stockholders it will provide office space for 


a limited number of other professional men. 


The building will accommodate 60 doctors 


and physicians, and will contain some 65,000 square feet of floor space. 

The building will be of contemporary design with walls of insulated porcelain steel 
panels. Structural columns and windows will be aluminum covered. 

Each suite is being designed to the individual requirements of the tenant. Complete 
pathology and x-ray laboratories will include isotope and cobalt bomb therapy equipment. 

Other members of the Board of Directors of the Twenty-First Street Corporation are 
E. O. Johnson, M.D., J. D. Shipp, M.D., Robert M. Shepard, M.D., Harold A. White, M.D., 
Robert A. Nathan, M.D., E. N. Lubin, M.D., and Dave B. Lhevine, M.D. 


New A.M.A. General Manager 


A realignment of executive duties at the 
American Medical Association went into ef- 
fect January 1. George F. Lull, M.D., took 
over the position of assistant to the presi- 
dent. F. J. L. Blasingame, M.D., of Whar- 
ton, Texas, assumed responsibility for over- 
all administration with the title of general 
manager. 


Doctor Blasingame has been active in 
medical affairs, both at the state and nation- 
al levels, for many years. Since 1949, he 
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has been a member of the A.M.A. Board of 
Trustees, and in 1955 he served as president 
of the Texas State Medical Association. 

In his new job, Doctor Lull will relieve 
the president of many of the burdens of 
that office in addition to serving as secre- 
tary of the Association. He will act as a 
special ambassador of the medical profes- 
sion in cities and towns throughout the 
country. Doctor Lull joined the A.M.A. staff 
in 1946 after serving 34 years in the Army. 
His last position before Army retirement 
was Deputy Surgeon General. 
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Loy Clinic Opened In October 


An open house, held in October, formally 
opened the new Loy Clinic building, pic- 
tured above, at Seventh and Leahy in Paw- 
huska. Owned by Richard W. Loy, M.D. 
and William A. Loy, M.D., the building is 
of modern functional design and contains 
3,300 square feet of floor space. 


The construction is concerte, steel, hay- 
dite block, brick, and glass. The exterior is 
pink brick and the interior is haydite block, 
painted in pastels. Floors are vinyl! asbestos, 


New County Officers 
(Continued from Page 95) 


Northwest—Reece R. Boone, M.D., Mooreland; 
M. C. England, M.D., Woodward. 


Oklahoma—James C. Amspacher, M.D., Oklahoma 
City; Robert T. Sturm, M.D., Oklahoma City. 


Okmulgee—Cleve Beller, M.D., Okmulgee; R. D. 
Miller, M.D., Okmulgee. 


Payne-Pawnee—C. W. Moore, M.D., Stillwater; G. B. 
Gathers, M.D., Stillwater. 


Pittsburg—Fred D. Switzer, M.D., McAlester; H. C. 
Wheeler, M.D., McAlester. 


Pontotoc—R. U. Northrip, M.D., Ada; Warren Ful- 
ton, M.D., Ada. 


Pottawatomie—Paul Gallaher, M.D., Shawnee; Clin- 
ton Gallaher, M.D., Shawnee. 
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with nylon carpeting in consultation rooms. 
Desks, wookwork and cabinets are Phillipine 
mahogany. A unique feature is the complete 
hi-fi system with speakers dispersed 
throughout the building. 


The floor plan of the building includes a 
complete laboratory, X-ray, recovery room, 
emergency surgery, three consultation 
rooms, physiotherapy, eight examining 


rooms, library, and business office. 


Rogers-Mayes—Wm. D. Anderson, M.D., Claremore; 
O. U. Holt, M.D., Claremore 

Tillman—Jack D. Honaker, M.D., Frederick; F 
Polk Fry, M.D., Frederick 

Tulsa—Hugh Perry, M.D., Tulsa; Harlan Thomas, 
M.D., Tulsa 


Wood-Alfalfa—C. L. Benson, M.D., Cherokee; John 
F. Simon, M.D., Alva. 


Counties which have not reported include: 
Blaine, Canadian, Carter - Love - Marshall, 
Choctaw-Pushmataha, Creek, Custer, Grant, 
Greer, LeFlore-Haskell, Logan, McCurtain, 
Murray, Okfuskee, Osage, Stephens, Texas- 
Cimarron, and Washington-Nowata. 

Society is listed first in boldface type followed by 
president’s name and town, then secretary's name 
and town. 








Revisions Made In Group 
Life Insurance Program 


The Oklahoma State Medical Association 
Insurance Trust recently announced a new 
basis for determining premium rates under 
the Association-approved group life insur- 
ance program. In place of annually increas- 
ing rates, the trustees of the program have 
altered the contract to provide for premium 
terms of either 10 years or five years, de- 
pending upon the age of the participant. 
The new rates will become effective on 
March 15, 1958, the anniversary date of the 
contract. 


Under the new system, a participant who 
is 30 years old will pay the same rate each 
year until he is 40, at which time he will 
be billed at a new rate from age 40 until he 
is 50 years old. A five year bracket pre- 
vails from age 50 to 70. During that period, 
the rates will be changed at ages 55, 60 and 
65. The following schedule sets forth the 
applicable rates under the new age bracket- 
ed system of premiums. 

Rate/$1000 
Under age 30 $4.72 
30-39 6.17 
40-49 10.53 
50-54 16.70 
55-59 25.81 
60-64 35.99 
65-70 55.89 
The premium rate includes $1.20 per thousand for 
accidental death and dismemberment benefits. Since 
a few policies were sold with this coverage on an op- 
tional basis, the A.D.& D. rate should be deducted to 
compute the new premium rate per thousand in such 
cases. 

It was explained that the change was 
prompted by much criticism from physician 
participants regarding the annual rate in- 
crease. The premiums will now correspond 
to the average age for the appropriate age 
bracket and will not result in any increased 
cost to the physician over a period of time. 
In other words, the premium for the 30-40 
age bracket will be based upon age 35 and 
remain constant throughout the period. 


Experience Reported 


Adopted by the O.S.M.A. in March of 
1956, the group insurance program is car- 
ried by the Massachusetts Mutual Life In- 
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U.M.W.A. Program 
Discussed In McAlester 


Problems associated with the United 
Mineworkers Welfare and Retirement Fund 
were discussed at a regional meeting held 
January 22 in the Aldridge Hotel, McAl- 
ester. Representatives of the 10th Councilor 
District responded to the invitation from 
C. E. Lively, M.D., Vice-Councilor. 


The group presented problems regarding 
the discriminatory practices of the U.M.W.A. 
to special guests John F. Burton, M.D., 
Oklahoma City, President of the O.S.M.A. 
and Malcolm E. Phelps, M.D., El Reno, 
President of the American Academy of Gen- 
eral Practice and O.S.M.A. Delegate to the 
A.M.A. 


In administering their medical care pro- 
gram for union members in the area, the 
mineworkers have openly challenged the 
medical profession’s long-standing policy of 
free choice of physician. Doctors Burton 
and Phelps discussed the problems from a 
national standpoint, citing examples of 
A.M.A. and other actions, and offered sug- 
gestions pertaining to the local problem. 
Those in attendance agreed to take the mat- 
ter back to their respective county medical 
societies for further consideration and pos- 
sible adoption of resolutions to be presented 
to the House of Delegates at the 52nd An- 
nual Meeting in Oklahoma City. 


surance Company. Since its beginning, 
$110,000 has been paid to the beneficiaries 
of eight physicians. 


A new member may apply within 31 days 
after the effective date of membership and 
be accepted under this program for $10,000 
coverage without evidence of insurability. 
An additional coverage of $10,000 may be 
acquired at the same rates based upon a 
statement of health. Either $10,000 or 
$20,000 is also available to members of the 
Association who didn’t take advantage of it 
with the original group on the basis of evi- 
dence of insurability, but in most cases, a 
statement of health to the Trustees will be 
sufficient. 
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Medicare Program To Be 
Renegotiated June 30, 1958 


The Oklahoma State Medical Association 
ias been advised by the Department of De- 
ense that the date of renegotiation of Okla- 
1oma’s Medicare contract will be on June 
0, 1958. 


It is the plan of the Medicare Committee, 
n the interim, to contract specialty groups 
throughout the State with regard to pre- 
vailing inequities in the program from the 
standpoint of fees, procedures, etc. It is 
felt, by the Committee, that the physicians 
of Oklahoma, after approximately one and 
one-half years Medicare experience, are now 
in a better position to recognize, and thus 
correct, the inadequacies in the Medicare 
program. 


The Association’s Medicare Committee is 
headed by Doctor Walter E. Brown, Chair- 
man, Tulsa. The other members of the Com- 
mittee are: Thomas C. Points, M.D., Okla- 
homa City; Robert C. Lawson, M.D., Okla- 
homa City; William B. Renfrow, M.D., 
Oklahoma City; Horton Hughes, M.D., 


Shawnee; Tom S. Gafford, M.D., Muskogee; 
David C. Ramsay, M.D., Ada, and Charles 
EK. Green, M.D., Lawton. 


To attempt to facilitate and standardize 
the program, the Department of Defense 
has compiled a proposed “Medicare Manual 
and Schedule of Allowances,” this document 
has been received in the Executive Office 
and is being studied by the Medicare Com- 
mittee. The DOD Manual does not contain 
fees to be charged, as that will be for each 
State to decide according to their existing 
fee schedules. This manual is primarily pre- 
pared by the DOD for the use of all persons 
who administer or provide medical care for 
eligible dependents of military personnel. 
It is hoped by the DOD that physicians will 
use this manual for determination of the 
nomenclature corresponding to services ren- 
dered, and, in these areas where published, 
the allowance indicated. 


The proposed manual has been expanded 
to include additional sections which have 
been determined from experience to be re- 
quired for a better understanding and im- 
plementation of the Medicare program. 





What's Your 


? OKLAHOMA STATE MEDICAL ASSOCIATION 
Hobby, Doctor? | 
DESCRIBE EXHIBIT, including information as to 


The DOCTOR'S HOBBY SHOW size, shape and value (insurance is provided) 


has become one of the out- 
standing attractions at the 
OSMA ANNUAL MEETING. 
A project of the Woman’s Aux- 
iliary, the show offers physi- 
cians an excellent opportunity 
to display the products of their 
leisure time. If you have a 
hobby, don’t keep it a secret 


. . . Show vour colleagues what | IMPORTANT: Deliver Exhibit to Zebra Room, 
you can do... APPLY NOW! Municipal Auditorium, by noon, May 4. Your 
; Exhibit will be personally attended and insured at 


Doctor's Hobby Show | all times. !t must be taken down by noon, May 7, 
when management responsibility ends 


0.S.M.A. Annual Meeting 
Municipal Auditorium 
Oklahoma City 


MAY 5-6-7-, 1958 





Application For Hobby Show Space 


52nd ANNUAL MEETING 


MAIL THIS FORM TO: 


Mrs. Wm. R. R. Loney, Chairman, 
Doctor’s Hobby Show 

2440 East 26th Place 

Tulsa 14, Oklahoma 
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Dear Doctor Burton: 


The response to my recent inquiry con- 
cerning social security coverage for physi- 
cians and surgeons has been enthusiastic 
and enlightening. 


As I have pointed out, I am convinced that 
coverage on a voluntary basis cannot be ob- 
tained because of opposition of this admin- 
istration through the Labor Department, 
Treasury Department, and the Department 
of Health, Education and Welfare. 


The final tabulation shows that 761 Okla- 
homa physicians and surgeons oppose com- 
pulsory coverage. Favoring it are 446. 

Some indicated they favored legislation 
such as the Jenkins-Keogh, or Reed bills, 
which seek to amend the Internal Revenue 
laws to permit certain professional individ- 
uals to set up retirement systems through 
postponed income tax payments. I am sym- 
pathetic towards this proposal. However, 


this type of legislation must originate in the 
House of Representatives. If and when it 
reaches the Senate, it will have my full at- 
tention and study. 


In view of the majority concensus on the 
compulsory social security coverage pro- 
posal, I will not press for legislation of this 
type. 

Thanking you again for your cooperation 
and interest, I am 

Sincerely yours, 


ROB’T S. KERR. 


Dear Doctor Burton: 


Dr. John R. Heller, Director of the Na- 
tional Cancer Institute and Dr. Halbert L. 
Dunn, Chief, National Office of Vital Sta- 
tistics request that I inform you about a 
proposed statistical study and enlist your 
support for the portion involving a limited 
number of physicians of the State of Okla- 
homa. 

In substance, the proposed study is as follows: 


The National Cancer Institute and the National 
Office of Vital Statistics are now prepared to 


undertake the collection of residence and smoking 
histories and additional diagnostic information for 
a national ten percent sample of lung cancer 
deaths to explore in further detail the possible re- 
lationship between these factors and lung cancer. 
The study will be started in March, 1958. The na- 
tional total of lung cancer deaths to be queried 
in a twelve-month period would be approximately 
3,000. The estimated number of lung cancer 
deaths to be queried in Oklahoma would be about 
39. For control purposes it is wished to query an 
additionai 10 deaths from cancer of the large in- 
testine and rectum. Thus, the total number of 
death certificates to be studied in Oklahoma dur- 
ing a twelve-month period would be approximately 
49. Corresponding data on smoking and residence 
history for the general population will be collected 
by the Bureau of the Census as a supplement to 
its current Population Survey for May, 1958. 

Both physicians and members of the family will 
be queried. The physician is queried first, thus 
giving him an opportunity to contraindicate query- 
ing the family informant listed on the death cer- 
tificate if he feels this would be desirable, or to 
suggest the name of another relative. The letter 
to the family is sent about ten days after that to 
the physician. During a pretest in Pennsylvania, 
returns were received from 97 percent of the 
physicians and 94 percent of the families. All 
information will be treated as confidential and 
will be used for statistical purposes only. 


The portion to be filled out by the physi- 
cian consists of check marks and “yes” or 
“no” answers relating to the diagnostic pro- 
cedures employed. The queries to the mem- 
ber of the family relate to smoking habits 
and residence history of the deceased. 

In view of the fact that a relatively small 
number of physicians will be involved, 
(maximum: 49), that physician time for 
answering the reports is minimal, and that 
there is a patent need for obtaining more 
detailed data on the vexing question of can- 
cer causation, we believe that the approach 
is sound and request that you approve the 
querying of the physicians involved. 

Very truly yours, 
GRADY F. MATHEWS, M.D., 
Commissioner of Health. 


Editorial Note: The request to query the 
physicians involved has been approved by 
John Flack Burton, M.D., President of 
O.S.M.A. 


Journal of the Oklahoma State Medical Association 





Wool: a 7 


Books Received 


The following books have been received 
yy The Journal office. As space permits and 
the context warrants, books will be reviewed. 


The Case Against the American Fluoridation Experi- 
ment. F. B. Exner, M.D., and G. L. Waldbott, M.D. 
The Devin-Adair Co., New York 10, New York. 
1957. Price $3.75. 


Battle for the Mind. William Sargant. Doubleday & 
Company. 575 Madison Ave., New York 22, New 
York. Price $4.50. 


The Chemistry and Biology of Purines. CIBA Foun- 
dation, Little, Brown & Company, Boston, Massa- 
chusetts. 1957. Price $9.00. 


The Chronically Ill. Joseph Fox. Philosophical Li- 
brary, Inc. New York 16, New York. 1957. Price 
$3.95. 


Compulsory Medical Care and the Welfare State. 
Melchoir Palvi, National Institute of Professional 
Services, Chicago, Illinois. 1949. Price $2.00. 


Every Other Bed. Mike Gorman, The World Publish- 
ing Company, Cleveland, Ohio. 1956. Price $4.00. 


Fads and Fallacies in the Name of Science. Martin 
Gardner, Dover Publications, New York, New York. 
1957. Price $1.50. 


The Fight for Fluoridation. Denald R. McNeil, Ox- 
ford Press, New York 11, New York. 1957. Price 
$5.00. 


From Sterility to Fertility. Elliot E. Phillip, M.A.., 
M.B., B. Chir., F.R.C.S., Philosophical Library, New 
York 16, New York. 1957. Price $4.75. 


General Urology. Donald R. Smith, Lange Medical 
Publi-Address, Los Altos, California. 1957. Price 
$.50. 


Hang Onto the Willows. Ernistine Gravley, Bison 
Press, Shawnee, Oklahoma. 1957. Price $3.00. 


Health Yearbook. Oliver E. Byrd, Ed.D., M.D., Stan- 
ford University Press, Stanford, California. 1956. 
$5.00. 


Hormones in Blood. G. E. W. Wolstenholme and 
Elaine C. P. Millar, Little, Brown and Company, 
Boston, Massachusetts. 1957. Price $9.00. 


Management of Emotional Problems in Medical Prac- 
tice. Samuel Liebman, M.D., J. B. Lippincott Com- 
pany, Philadelphia 5, Pennsylvania. 1956. Price 
$5.00. 


Medical Services for Rural Areas. William A. Mas- 
sie, Tennessee Medical Foundation, The Harvard 
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University Press, Cambridge, Massachusetts. 1957 
Price $1.25. 


Methodology of the Study of Ageing. Editors for the 
CIBA Foundation, Little, Brown & Company, Bos- 
ton, Massachusetts. 1957. Price $6.50. 


New and Nonofficial Remedies 1957. Evaluated by 
the Council on Pharmacy and Chemistry, J. B. Lip- 
pincott Company, Philadelphia, Pennsylvania. 1957. 
Price $3.35. 


Paper Electrophoresis. Editors for CIBA Foundation, 
G. E. W. Wolstenholme, Elaine C. P. Millar, Little, 
Brown & Company, Boston-Toronto. 1956. Price 
$6.75. 

Practical Gynecology: Diagnosis Treatment, 2nd edi- 
tion. Reich & Nechtow, J. B. Lippincott Co., Phila- 
delphia, Pennsylvania. 1950-1957 


Psychopathic Personalities. Harold Palmer, M.D., 
Philosophical Library, New York, New York. 1957 
Price $4.75. 


Regulation and Mode Action of Thyroid Hormone. 
G. E. W. Wolstenholme, Elaine C. P. Millar, Little, 
Brown & Company, Boston, Massachusetts. Price 
$8.50. 


The Relation of Psychiatry to Pharmacology. Abra- 
ham Wikler, M.D., Williams & Wilkins Company, 
Baltimore 2, Maryland. 1957. Price $4.00 


The Riddle of Stuttering. C. S. Bluemel, Interstate 
Publishing Company, Danville, Illinois. 1957. Price 


Rypin’s Medical Licensure Examinations. Edited by 
Walter L. Bierring. M.D., J. B. Lippincott, Phila- 


delphia 5, Pennsylvania. 1957. Price $10.00. 


Science Looks at Smoking. Eric Northrup, Coward- 
McCann, Inc., New York, New York. 1957. Price 
$3.00. 


That Degenerate Spirochete. Oscar Daniel Meyer, 
M.D., Vantage Press, Inc., New York, New York. 
1952. Price $5.00. 


Tumors of the Kidney, Renal Pelvis and Ureter. 
Balduin Lucke, M.D., P. H. Schlumberger, M.D., 
Hans G. Schlumberger, M.D. Armed Forces In- 
stitute of Pathology, Washington, D.C. 1957. Price 
$2.25. 


A Visit to the Hospital. Francine Chase, Grosset & 
Dunlap, Inc. New York, New York. 1957. Price 
$1.50. 


When Doctors Meet Reporters. Compiled by Hillier 
Krieghbaum. Josiah Macy, Jr., Foundation, New 
York 36, New York. 1957. 
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PHILIP LUTHER MCCLURE, M.D. 
1876-1958 


Philip Luther McClure, M.D., 81, pioneer 
Fort Cobb physician, died in Chickasha Janu- 
ary 1. Doctor McClure was the father of H. 
M. McClure, M.D., President of the Oklahoma 
State Medical Association in 1956. 


Born in Murfreesboro, Arkansas in 1876, 
Dector McClure gvaduat:d from the Univer- 
sity of Arkansas School of Medicine in 1907 
and later that year moved to Fort Cobb and 
began his practice. He was one of the few 
remaining pioneer doctors in that area. Doc- 
tor McClure retired from active practice 
about ten years ago. 


Doctor McClure was an Honorary Member 
of the Oklahoma State Medical Association 
and a member of the American Medical Asso- 
ciation. 


CLAUDE L. REEVES, M.D. 
1898-1958 


Claude L. Reeves, M.D., prominent Okla- 
homa City anesthetist, died at his home 
January 13. Doctor Reeves was born in 
Durant, Oklahoma in 1893. 


After graduating from Southeastern State 
College, Doctor Reeves served as superin- 
tendent of schools at Holdenville and princi- 
pal at Bristow and Okemah. He received his 
masters degree from the University of Okla- 
homa and subsequently graduated from the 
University of Oklahoma School of Medicine 
in 1931. Doctor Reeves was a resident of 
Oklahoma City since 1929 and his practice 
was limited to anesthesiology. 

Doctor Reeves was a member of the Okla- 
homa County Medical Society, the Oklahoma 


State Medical Association and the American 
Medical Association. 


106 


F, L. WORMINGTON, M.D. 
1875-1957 


F. L. Wormington, M.D., a practicing phy- 
sician and surgeon in Miami for almost 57 
years, died at Miami Baptist Hospital Decem- 
ber 24. 


Born in Ritchey, Missouri, Doctor Worm- 
ington attended the University of Arkansas 
and was graduated from the University Med- 
ical College of Kansas City, Missouri in 1900. 


Doctor Wormington was a member of the 
Oklahoma State Medical Association, the Ot- 
tawa County Medical Society, the Frisco 
Railroad Medical Association, the Southern 
Medical Association and the American Medi- 
cal Association. 


CHARLES CLEMENT PRUITT, M.D. 
1873-1958 


Charles Clement Pruitt,, M.D., 84, pioneer 


= 


Comanche physician, died January 7, 1958 in 


Oklahoma City. Born in Russellville, Arkan- 
sas, Doctor Pruitt came to Comanche in 1900. 


Doctor Pruitt had been honored with the 
presentation of a 50-year Masonic pin and a 
25-year pin from the Rock Island Railroad in 
recognition of his services as a surgeon for 
that company. He had been a member of the 
American Medical Association. 


JOHN A. Roppy, M.D. 
1884-1957 


John A. Roddy, M.D., 73, Oklahoma City 
physician, died at his home December 31. 
Doctor Roddy was born in Philadelphia, Penn- 
sylvania in 1884. He graduated from Jeffer- 
son Medical College in 1907 and for seven 
years was assistant professor of the Depart- 
ment of Bacteriology at the college. 


Doctor Roddy came to Oklahoma City in 
1910 to enter practice. He was a member 
of the American Academy of Medicine, the 
Oklahoma County Medical Society, the Okla- 
homa State Medical Association and a Fellow 
of the National Heart Association. 
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Articles published in The Journal of the 
‘klahoma State Medical Association Feb- 
uary, 1933. 


PELLAGRA 
C. C. Gardner, M.D., Atoka 


“What is it? An avitaminosis—a symptom complex; 
1 disease due to moldy, rotten maize, or corn, lacking 
he amino fatty acid—an infectious disease due to the 
imilum reptans, mosquitoes, nematodes—a toxic con- 
lition, due to silica or aliuminum. 


“To me, pellegra means an avitaminosis plus some- 
thing else, usually something surgical. When in New 
Orleans, in 1915, I heard a lecture at Tulane, in which 
he lecturer divided pellagra into three stages: 


“1. The pre-eruptive stage, characterized by neu- 
rasthenia. 


“2. The eruptive stage, and 


“3. The cerebrospinal stage, characterized by 
hanges in the brain and cord. 


“I have been to many meetings since, but have 
never heard it classified that way. During the war, 
I met Dr. Robert L. Benson, formerly Assistant State 
Bacteriologist for the State of Florida, now bacteriolo- 
gist for the City of Portland, Oregon. His theory was, 
that Pellagra was always complicated with some sur- 
gical condition, or followed the acidosis of some se- 
vere illness or disease. 


“In my opinion enough stress has been laid upon 
diet, but not enough consideration given to the comp- 
lications which accompany pellagra. Many of the 
patients I have seen needed surgical operations to 
enable them to eat without pain; and a balanced ra- 
tion. In my experience pellagra has always foilowed 
some severe illness or acute infection, during which a 
patient developed a starvation acidosis. 


“This leads me to be believe that potential acidosis 
long continued, and due to starvation from the avita- 
minosis (due to poverty, or gastro-intestinal gyne- 
cological genito-urinary affections) eventually become 
decompensated, and when this occurs, hydrolytic 
cleavage of the carbohydrates and suboxidation of 
proteins and fats, are responsible for destructive 
changes in the blood cells, and (particularly the 
R.B.C.) and neurotoxins elaborated, which by their 
effect on the spinal and sympathetic nervous systems 
produce the pellagrous erythema. - 
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PHYSICIAN PLACEMENT 


Internal Medicine 
Bartis M. Kent, 225 Koser, Iowa City, lowa, age 32, 
married, Baylor, 1948. Three year residency at Bay- 
lor, veteran, available July, 1958. 


General Practice 


Jack L. Coats, M.D., 1414-A East 17th Place, Tulsa, 
Oklahoma, age 29, married, veteran, University of 
Oklahoma School of medicine 1957, will be available 
July 1, 1958. 


Sam Davis, M.D., 1605 N.E. 38, Oklahoma City, age 
33, married, graduated from University of Okla- 
homa School of Medicine, 1956, veteran, will be 
available July 1, 1958. 


Neurosurgery 


Bahif S. Salibi, M.D. (Currently Captain, MC U. § 
Army) 121 Evac. Hosp., APO 971, San Francisco, 
California, age 35, married, Board qualified in 
Neurosurgery, except for the two years of private 
practice required by the Boards, available October, 
1958. 


Thoracic and Cardiovascular Surgery 


Wayne E. Hird, M.D., McGuire VA Hospital, Richmond 
19, Virginia, age 31, married, Korean veteran, 
University of Kansas 1950, Board qualified in General 
Surgery, Thoracic and Cardiovascular exams will be 
completed by next July. Will be available July, 1958 


Obstetrics G Gynecology 


Herbert Claibrone Jones, Jr., Box 166, University 
Hospital Charlottesville, Virginia, age 30, married, 
University of Virginia 1951, finishing board qualifica- 
tions, will be available Spring, 1958. 


General Surgery 


Duane H. Dougherty, M.D., 201 Avon Road, Tonawanda, 
New York, age 30, married, veteran, New York 
University 1953, board qualified, will be available 
July, 1958. 


Charles Edward Selah, M.D., Huey P. Long Charity 
Hospital, Pineville, Louisiana, age 31, married, will 
complete board requirements in June, 1958, veteran, 
graduated from Tulane 1951, will be available July 
1, 1958. 


Ralph L. Hopp, M.D., 338 E. Kingsley, Ann Arbor, 
Michigan. Married, veteran, Board Certificate held 
in General Surgery, will be available July 1, 1958. 
Graduated Indiana University, 1950 


Orthopedic Surgery 


H. N. Hamilton, M.D., 13 Evergreen Road, Little 
Rock, Arkansas, age 36, married, veteran, The 
Johns Hopkins, 1945, finishing Orthopedic Residency 
July 1958 and will be available at that time. 








CLASSIFIED ADS 


5-TON Westinghouse Air Conditioner property of 
Association, excellent condition, $500.00 


WANT TO BUY your surplus equipment. We buy, 
sell,trade medical apparatus. Largest stock of good 
used medical devices in the Southwest ert re- 
pairs on X-ray and electromedical machines. Tell us 
about your equipment problems. TEX-RAY CO., 
opposite St. Paul’s Hospital at 3305 Bryan Street, 
Dallas 


FOR SALE: X-Ray 25 ma., 2 anesthesia machines 
and accessories, and microscope, etc. Phone JA 5 


2532 


FOR SALE: Office equipment consisting of recep 
tion, consulting, examining, supply room. This office 
is located in northeast Oklahoma and the rent is 
fifty dollars per month if you should desire to us¢ 
the present building. There is an opening here for 
another young doctor and this office could be ready 


for business immediately. The office equipment price 
is $2,000. If interested contact JOURNAL. 
PHYSICIAN’S OFFICE EQUIPMENT: Medical Arts 

Building, Oklahoma City, available in nice office; 
two examining tables and stools; desk; reception 
room furniture; filing equipment; bookcase; refrig- rotating anode tube, controls, transformer, cossettes 
erator; scales; sterilizer; many small items; $500; (complete unit) 3 years old—$2,500.00. Springer Clinic 
Write Key F, c/o THE JOURNAL, P.O. Box 9696, Tulsa, Oklahoma, LU 17-6621 
Shartel Station, Oklahoma City, Oklahoma 


FOR SALE: Young Cystoscopic table, 100 M A 


WANTED PHYSICIAN: recent graduate as assist 
CLINIC LOANS: If you are planning to build a ant in industrial surgery. Beginning July 1, 1958 
Allen, Apply Glass-Nellson Clinic, Tuisa, Oklahoma, P. 0, 
Box 3718. 


clinic, and need to secure financing, call Pat 
WI 2-2402 or write 1201 Classen Dr., Oklahoma City 








TAKE A LOOK 
NEW DIMETANI 
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